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CHAPTER  XXXIIT. 


CHORION-EPITHELIOMA. 


I n 1889  Siinger  described  a highly  malignant  sarcoma-like  growth  of 
the  body  of  the  uterus,  arising  after  an  abortion  in  the  eighth  week. 


r IG.  T^.). 


-UHOEION -EPITHELIOMA. 


Uterus  (fab  size)  Posterior  wall  split  open  showing  uterine  cavity,  d,  new 

growth  on  anterior  wall;  b , hlood-clot  attached  to  tumour;  (m)  normal 
uterine  mucosa.  v } 


He  regarded  it  as  a special  variety  of  tumour  developed  from 
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decidual  cells — necessarily,  therefore,  associated  with  pregnancy ; 
and  he  called  it  ‘ deciduoma  malignum.’  * Sanger’s  observations  on 
the  malignant  character  of  these  degenerations  were  followed  by  those 
of  Pfeiffer,  1890,  Chiari,  Muller,  Gottschalk,  Schmorl,  K£dtenbach, 
and  others.  In  France,  Nove-Josserand,  Lacroix,  Paviot,  Jeannel 
and  Beach,  recorded  cases  in  1893,  and  an  able  summary  of  the 
subject  was  written  by  Maurice  Cazin  in  La  Gynsecologie  (Feb.,  1896). 

Pestalozza,  in  Italy,  recorded  other  cases,  and  an  example  of 
malignant  mole,  in  which  he  recognized  the  chorion-epithelium  as 
the  source  of  the  tumour  tissue,  as  far  back  as  1891. 

Maier,  in  1875,  published  in  the  Archives  of  Virchow  two  observations 
on  tumours  of  the  body  of  the  uterus  composed  of  decidual  tissue.  One 
of  these  cases  was  afterwards  shown  by  Hegar  to  have  died  of  a malignant 
affection  considered  to  be  cancer  of  the  uterus. 

Sanger  and  Pfeiffer  arrived,  quite  independently,  at  the  same 
conclusions  as  to  the  nature  and  origin  of  the  disease,  and  both 
suggested  the  term  ‘ deciduoma  malignum  ’ as  the  most  suitable  desig- 
nation. In  1893  Sanger  published  a monograph  on  the  subject, 
and  included  in  it  a classification  of  all  the  allied  tumours  which 
had  up  to  that  time  been  described.  He  was  mistaken  as  to  the 
origin  of  the  cells  composing  the  growth,  but  to  him  is  primarily 
due  the  recognition  of  the  condition  as  a specific  malignant  disease 
affecting  the  pregnant  uterus.  It  had  hitherto  been  confounded 
with  other  malignant  affections. 

The  next  landmark  in  the  history  of  the  disease  was  the  publi- 
cation of  Marcliand’s  work  in  1895.  He  described  for  the  first 
time  the  correct  pathology  of  hydatiform  mole.  He  maintained 
that  deciduoma  resulted  from  a proliferation  of  both  layers  of  the 
chorionic  epithelium,  and  he  demonstrated  the  close  resemblance 
between  the  characteristic  histological  features  in  simple  and 
malignant  mole,  and  between  those  in  the  latter  and  deciduomata. 
Finally,  in  1896,  Aschoff  demonstrated  the  actual  origin  of  a 
deciduoma  from  the  epithelium  of  villi  contained  in  it  (Fig.  427). 
Aschoff  also  helped  to  re-establish  the  opinion  that  both  layers  of 
the  chorionic  epithelium  were  of  fcetal  epiblastic  origin. 

A view  formerly  held,  and  still  adhered  to  by  a few,  is  that  the 
growth  is  simply  a sarcoma  of  the  uterus,  modified  by  the  super- 
vention of  pregnancy.  This  was  the  conclusion  arrived  at  by  the 

* ‘ Zwei  aussergewohnliche  Falle  von  Abortus  ’ — ‘ Ueber  Sarcoma  uteri 
deciduo-cellulare,’ 
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pathological  committee  of  the  Obstetrical  Society  of  London  in 
1896,  but  subsequently  abandoned  by  its  members.  ‘ 

Chorion-epithelioma  in  Males. 

An  interesting  fact  brought  out  at  the  discussion  at  the  Ob- 
stetrical Society  of  London,  in  1896,  is  that  syncytial  masses,  similar 
to  those  found  in  chorion-epithelioma,  occur  in  malignant  testicular 
growths.  These  growths  are  believed  to  be  of  a teratomatous 
nature,  i.e.  due  to  the  £ inclusion  ’ of  an  ovum. 

Schlagenhaufer  has  shown  that  chorion-epithelioma  may  occur 
in  males  in  tumours  of  the  testicle  (teratomata).  These  tumours 
contain  the  elements  of  all  the  three  germinal  layers  in  which 
masses  are  found  which,  if  given  to  a pathologist  without  infor- 
mation, would  be  diagnosed  as  chorion-epithelioma.  Not  only  do 
they  create  metastasis,  but  they  exhibit  the  pathological  appear- 
ance of  villous  growth  known  as  hydatid  mole.  Fisch  j"  regards 
such  teratomas  as  real  embryomas — that  is,  tumours  arising  “ from 
tissues  of  the  developing  foetus  which,  during  development,  have 
been  separated  from  the  normal  aggregation,”  and  he  regards, 
in  common  with  Schlagenhaufer,  the  female  chorion-epithelioma 
as  an  embryoma  in  which  the  segregation  of  embryonic  material 
has  taken  place  during  pregnancy.  That  the  tumour  appears 
for  such  a length  of  time  as  even  up  to  eight  years  from  the 
last  pregnancy,  has  been  urged  as  an  argument  against  its  foetal 
origin.  We  must,  says  Fisch,  believe  that  the  main  cause  of  the 
occurrence  of  these  tumours  is  not  the  pregnancy  itself,  but  the 
fact  that  during  a pregnancy  a segregation  of  embryonal  material, 
either  of  a normal  ovum  or  an  abortion,  has  taken  place.  This 
material  need  not  be  derived  from  the  last  pregnancy,  but  may  lie 
dormant,  just  as  the  material  forming  the  other  teratomas  may  lie 
dormant,  for  a great  number  of  years. 

A description  of  chorion-epithelioma  will  be  more  readily  appre- 
ciated if  accompanied  by  a brief  delineation  of  the  physiological 
processes  from  which  a deviation  gives  rise  to  the  disease.  Recent 
researches  have  considerably  modified  the  views  held  as  to  the  mode 

* See  discussion  on  J.  H.  Teacher’s  paper,  June,  1903.  His  contributions  to 
the  Obstetrical  Society  of  London,  and  the  Journal  of  Obstetrics  and  Gynaecology 
of  the  British  Empire  (the  most  important  that  have  been  made  in  this  country) 
have  been  freely  availed  of  by  the  author,  and  are  more  than  onceiquoted  in  extenso. 

He  is  also  indebted  to  Dr.  Teacher  for  the  photographs  which  have  illustrated 
his  communications. 

t Amer.  Gyn.,  Jan.,  1903. 
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of  attachment  of  the  ovum.  It  is  probable  that,  on  its  adhering  to 
the  mucous  membrane  of  the  uterus,  its  outermost  cells  cause  the 
absorption  of  the  maternal  tissues  with  which  they  come  in  con- 
tact, producing  an  excavation  into  which  the  ovum  sinks.  At 

the  same  time  these  cells  under- 
go rapid  proliferation,  forming 
a thick  layer,  for  which  Hu- 
brecht  has  suggested  the  term 
trophoblast.  As  the  destruction 
of  the  uterine  mucous  mem- 
brane proceeds,  the  enlarged 
decidual  vessels  are  opened,  and 
the  trophoblastic  cells  creep 
along  the  course  of  the  vessels, 
penetrating  more  deeply  into 
the  uterine  wall  in  such  situa- 
tions than  elsewhere.  Clefts 
appear  in  the  trophoblast, 
which  become  continuous  with 


Fig.  426.— Ovum  op  the  Guinea-pig 
Six  Days  and  Twelve  Hours  and  a 
Half  after  Coitus,  almost  com- 
pletely IMBEDDED  IN  THE  UTERINE 

Mucous  Membrane. 

The  hole  in  the  uterine  epithelium  is 
blocked  by  the  outermost  cells  of  the 
ovum,  and  somewhat  contracted.  Its 
edges  are  sharply  defined  from  the 
ovum,  which  is  already  differentiated 
into  outer  and  inner  sets  of  cells.  The 
cavity  around  it  is  formed  by  the  de- 
struction of  a zone  of  connective  tissue, 
degenerative  changes  extending  into 
a still  wider  zone.* 


one  another  and  with  the  in- 
terior of  the  decidual  arteries 
and  veins,  the  walls  of  which 
have  been  destroyed.  Into  and 
across  the  sinuses  formed  by 
the  fusion  of  these  clefts,  pro- 
cesses of  fcetal  mesoblast,  carry- 
ing blood-vessels,  project,  and 
as  they  do  so  they  derive  a 
covering  from  the  trophoblast, 
which  becomes  the  epithelium 
of  the  villi  thus  formed.  The 


sinuses  are  therefore  occupied 
by,  and  the  villi  bathed  in,  arterial  maternal  blood,  supplied  directly 
by  branches  of  the  uterine  arteries,  and  flowing  without  the  inter- 
vention of  capillaries  into  the  decidual  veins.  These  spaces  are,  there- 
fore, lined  with,  and  the  villi  covered  by,  cells,  which,  while  rapidly 
proliferating,  have  as  a function  the  invasion  and  replacement  of  the 
maternal  tissues,  and  the  opening  of  the  vessels  with  which  they  come 
in  contact.  Normally  the  process  ceases  as  the  object  which  it  serves 


* The  drawing  is  from  Y.  Spec,  ‘Die  Implantation,  des  Mecrschweinchenies ’ 
(Teacher’s  pnper.  Jour.  Obstet.  and  Gyn.  Frit,  Emp.,  July,  1003). 
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becomes  effected,  viz.  the  attachment  of  the  foetus,  and  the  pro- 
vision of  a mechanism  for  the  necessary  interchange  between  the 
maternal  and  foetal  circulations.  In  a small  percentage  of  cases  the 
process  appears  to  run  riot,  and  shows  no  such  tendency  to  cease,  or, 
having  ceased,  again  becomes  abnormally  and  persistently  active. 
In  other  words,  the  chorionic  epithelium,  or,  as  might  even  be  said, 
“ the  placenta,”  becomes  the  site  of  malignant  disease. 

Morbid  Anatomy. — At  an  early  stage  of  gestation,  the  meso- 
blastic  stroma  of  the  villi,  containing  the  blood-vessels,  is  enclosed 


Fig.  427. — Section  of  Deciduoma  Malignum  from  the  Corpus  Uteri, 
showing  the  Sarcomatous  Form  of  Tissue. 

Giant  cells  and  small  round  cells,  without  any  definite  arrangement.  In  parts 
the  degeneration  of  the  vessels  is  seen,  the  lumen  limited  by  the  neoplastic 
tissue  itself.  Section  mounted  by  Orthmann,  from  a case  operated  upon  by 
A.  Martin.  Given  to  the  author  in  Berlin,  1897. 

in  a double  layer  of  epithelium.  (Fig.  428  shows  this  admirably, 
although  it  is  from  a tumour.) 

(1)  An  inner  single  layer  of  cubical  cells  having  clear  protoplasm 
and  round  or  oval  vesicular  nuclei  of  relatively  large  size,  mode- 
rately rich  in  chromatin,  and  showing  a well-marked  intra-nuclear 
network  and  nucleolus.  This  is  known  as  Langhan’s  layer,  and  the 
cells  as  the  individual  cells. 

(2)  Enclosing  that,  and  separating  it  from  the  maternal  blood 
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in  the  intervillous  space,  is  the  syncytium -a  layer  of  protoplasm 
, • i ,.PU  boundaries  are  recognizable,  the  pioto 

- — vsua\rr 

stains  somewhat  deeply.  The  nuclei  are  generally  sma  *er 
those  of  the  Langhan’s  layer,  oval  or  more  elongated  shap  , 

b,  drtJLd  tom  tta  ami-  layer,  and  He  -part  “ 

giant  cells  free  in  the  maternal  blood. 
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t>  ,,  Vp  , ttb  SHOWING  THE  ORIGIN  OF  THE  TVMOUF. 

^ 428-_SMAL  “I  THE  EPITHELmM.  (TEACHER.) 

The  continuity  of  the  various  cell-formation  with ,om >or 

Karyokinetic  figures  are  numerous  m the  Laneh.  n «•  y 

Here  and  there  the  Langhan’s  layer  spreads  out  into  cell. 

siderable  size.  These  occur  in  the  intervillous  spaces  ( ® ^ 

knots),  but  are  best  developed  at  the  attachments  o v d 
decidua.  At  these  points  they  form  a layer,  sev"’  t0 

between  the  tip  of  the  connective  tissue  core  and 
Which  it  is  attached.  In  the  cell-knots  and  masses  at  the  tips 
villi  all  forms  intermediate  between  the  typica  in  U’1  Ohorion- 
the  syncytium  have  been  described  The  ce  * " "^en  indiCated, 
epithelioma  is  composed  are  derived,  as  has  air  - y 
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from  the  chorionic  epithelium,  and  may  closely  resemble  one  or 
other  of  the  forms  which  have  just  been  described.  The  cells  of 
the  growth  are,  however,  of  great  variety,  and  many  have  become 
so  modified  that  little  resemblance  remains. 

The  most  typical  forms  are — 

(1)  Multi-nucleated  masses  of  protoplasm,  derived  from  the  sync- 
tium  (plasmodia  or  syncytia)  of  various  shapes  and  sizes,  in  which 
no  definite  cell  boundaries  are  recognizable.  These  are  frequently 


Fig.  429— Vacuolated  Syncytium  with  Masses  of  Langhan’s  Largek 

ELEMENTS  EMBEDDED  IN  IT.  (TEACHER.) 

To  the  left  the  uterine  tissue  is  infiltrated  with  epithelial  wandering  cells 
The  leucocytes  present  in  numbers  nro  m \ ° eils‘ 

cells  of  the  tumour.  S“a11  “ 8126  <=°>“P»ed  with  the 

riddled  with  vacuoles  which  may  contain  fluid  blood.  The  nuclei 

^hTt'r maU>  ral’  denSe’  and  Stain  Uniformly  ^d  deeply 
, h the  0rdmar^  chromatin  stains  j but  not  infrequently  other 

types  are  seen,  more  especially  large,  clear,  vesicular  nuclei,  which 
have  a well-marked  mtra-nuclear  network  and  one  or  more  nucleoli 
and  which  stain  comparatively  lightly 

(2)  Individual  well-defined  mono-nucleated  cells,  which,  in  a case 
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containing  villi,  are  seen  to  be  derived  from  the  Langhan’s  layer 
(Fi^s.  428  and  430).  These  usually  form  masses  of  some  size, 
intimately  united  within  the  foregoing.  In  the  youngest  stage 
they  are  small  polyhedral  cells,  closely  packed  together,  and  have 
no  connective  tissue  stroma  between  them.  The  nuclei  are  round 
or  oval,  clear,  vesicular,  have  a well-marked  intra-nuclear  network, 
and  stain  moderately  deeply.  The  protoplasm  is  scanty,  clear, 
finely  granular,  and  stains  very  lightly.  Frequently  masses  of 


Fig.  430.— Cell  Mass,  showing  the  Large  Decidua  Cell-like  Elements 
and  Intermediate  Forms  between  the  Langhan’s  Layer  and  the 
Syncytium.  (Teacher.) 

Many  of  the  individual  cells  contain  several  nuclei.  The  mass  is  surrounded 

by  blood  and  thrombi. 

these  cells  lie  inside  the  large  syncytia,  or  show  a border  of  syncytium, 
which  may  be  so  thin  as  to  resemble  endothelium.  Strands  of 
syncytium  also  stretch  in  among  the  individual  cells  in  a highly 

irregular  fashion. 

(3)  Large  cells,  sometimes  mono-nucleated,  sometimes  multi- 
nucleated,  some  of  which  present  a resemblance  to  decidual  cells, 
while  others  are  identical  with  the  multi-nucleated  giant  cells  wlm- 1 
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occui  in  the  decidua  serotina.  These  are,  in  some  parts,  arranged 
in  cell  masses  without  intervening  tissue  stroma ; in  other  parts 
they  are  infiltrating  and  destroying  adjacent  tissues  after  the  manner 
of  sarcoma  (Kg.  431). 

I he  tumour  contains  neither  connective  tissue  stroma  nor  blood- 
vessels of  its  own,  though  the  irregular  destruction  of  uterine  tissue, 
caused  by  tongue-like  processes  which  penetrate  deeply  into  it,  may 


m 


Jr 

tic.  431.  Typical  Masses  op  Chorion-epithelioma  invading  the 

Uterine  Muscle.  (Teacher.) 

The  tumour  tissue  is  dislinguished  by  its  darker  shade.  The  remains  of 
uterme  muscle  among  the  tumour  processes  produces  a sort  of  alveola! 
structure.  The  dark  masses  with  many  nuclei  are  the  syncytium.  Some 
of  its  detached  masses  simulate  hypertrophied  muscle  fibres. 


give  a roughly  alveolar  appearance  (Fig.  431).  As  the  tumour 
extends  the  centre  degenerates,  and  in  a growth  of  any  size  the 
bulk  may  consist  of  necrotic  or  degenerated  tissue  mixed  with  blood- 
clot.  This  point  assumes  practical  importance  when  tissue  removed 
by  curetting  is  being  examined  for  diagnostic  purposes. 

It  is  probably  not  a rare  occurrence  in  normal  pregnancies  for  a 
portion  of  a villus  or  of  chorionic  epithelium  to  become  detached, 
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and  to  be  carried  on  by  the  blood-stream  into  the  maternal  veins 


Fig.  432.  (Haultain.) 

F,  necrotic  area  ; C,  cellular  area  of  activity  , A , villi. 


Fig.  433— Area  of  Invasion.  (Haultain.) 

Both  varieties  of  malignant  elements  (0)  in  small  vessel  and  surrounding 

tissues. 
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Such  a fragment  ordinarily  disappears,  but  in  rare  instances  develops 
into  a growth  having  all  the  characteristics  of  chorion-epithelioma, 
and  there  results  a case  of  the  disease  in  which  the  primary  tumour 
is  situated  away  from  the  placental  site.  When  the  primary  tumour 
develops  at  the  placental  site,  the  detachment,  escape,  and  subse- 
quent development  of  such  portions  into  secondary  tumours,  is  the 
usual  sequence  of  event.  It  will  be  convenient  here  to  discuss  the 
pathological  relation  which  chorion-epithelioma  bears  to  certain 
allied  growths,  which  frequently  render  its  diagnosis  difficult  or 
uncertain. 

(1)  Simple  hydatiform  mole,  which  is  essentially  the  result  of 


ig.  434.— Branching  Mtjltinucleated  Protoplasmic  Processes  free  in 
Blood  Spaces,  x 400.  (Haultain.) 

cessive  proliferation  of  the  epithelium  investing  the  villi.  There 
may  be  hypertrophy  of  the  enclosed  mucous  (embryonic  connective) 
tissue,  but  it  is  not  a necessary  feature,  and  the  accumulation  of 
fluid  within  the  villi,  or  their  hypertrophied  portions,  which  imparts 
to  them  the  appearance  of  translucent  cysts,  does  not  result  from  it. 

(2)  Malignant  hydatiform  moles,  which  resemble  the  simple  moles 
in  structure,  but  in  which  the  epithelium  invades  the  maternal 
tissues,  as  it  does  in  true  chorion-epithelioma,  penetrating  along 
the  vessels  and  giving  rise  to  metastatic  tumours,  which  may  contain 
villi. 

The  simple  tumour  may,  however,  become  malignant,  and  in 


610 


DISEASES  0 F ’ WOMEN. 


.... 


the  malignant  form  hydatiform  villi  constitute  every  possible  pro- 
portion of  the  growth.  They  may,  by  their  aggregation,  form 

masses  of  considerable  size,  be  few 
or  scattered.  In  the  metastatic 
nodules  they  are  apt  to  be  absent, 
as  in  pure  chorion-epithelioma. 

Etiology.  — Pregnancy  is  the 
only  recognized  predisposing  cause. 
The  majority  of  cases  follow  an 
abnormal  pregnancy,  such  as  when 
an  abortion  occurs  or  a mole  is 
present,  more  especially  the  latter. 
Chorion-epithelioma  may  occur  at 
any  stage  of  reproductive  life,  and 
its  frequency  at  any  given  period 
approximately  corresponds  to  the 
frequency  of  births. 

Statistics  of  Survival  after  Operation 
— The  Occurrence  of  Metastases — The 
Nature  of  Last  Pregnancy,  and  the  Ages 
of  the  Patients. — Teacher  has  collected 
189  cases  of  chorion-epithelioma  up  to 
1903.  Of  99  cases  he  has  tabulated 
63  are  reported  under  the  head  of  ‘ re- 
covered ’ — that  is,  about  two-thirds  of 
the  whole.  The  longest  periods  at 
which  such  reports  were  recorded  after 
operation  were,  eight  years,  1 ; five 
years,  1 ; four  years,  1 ; three  and  a half  years,  1 ; two  and  a half  years,  4 ; 
two  years,  1 ; under  two  years  and  over  one,  6 ; one  year,  6.  Thus  we  see 
that  the  records  of  recovery,  with  the  exception  of  these  21  cases,  were  all 
taken  at  short  periods  of  time — some  few  months  at  the  outside — when  it 
was  not  possible  to  judge  of  the  permanency  of  the  cure.  All  these  cases 
were  operated  upon  before  the  symptoms  had  lasted  more  than  a few  months 
— in  many  after  a few  weeks.  The  occurrence  of  metastasis  is  noted  in  19  of 
the  99  cases.  From  his  table  of  189  cases  we  gather  the  particulars  of  the 
last  pregnancy.  There  were  66  instances  of  mole  ; there  were  49  abortions, 
and  42  normal  births  recorded. 

Looking  at  the  ages  of  these  patients,  we  find  that  of  those  recorded  63 
occurred  between  the  ages  of  twenty  and  thirty,  59  between  thirty  and  forty, 
37  between  forty  and  fifty,  7 between  fifty  and  sixty,  and  3 were  noted  at  the 
respective  ages  of  seventeen,  eighteen,  and  nineteen ; the  oldest  age  recorded 
was  fifty-five.* 

* McCann  {Jour.  Obstet.  Gyn.  Brit.  Emp.,  Mar.,  1903)  reported  a case  of  this 


Fig.  435. — Isolated  Mass  of  Syn- 
cytium in  a Blood-vessel  of  the 
Uterus,  attached  to  the  Wall, 
and  in  Process  of  forming  a 
Metastatic  Pouch. 

From  Y.  Spee,  ‘ Die  Implantation 
des  Meerschweinchenies.’ 
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Symptomatology. — At  a variable  period,  averaging  about  six 
weeks,  after  a normal  labour,  an  abortion,  or  the  removal  or  ex- 
pulsion of  a mole,  a woman  becomes  liable  to  attacks  of  profuse  and 
1 ecu l lent  haemorrhage.  After  a brief  interval  a foul  and  sometimes 
sanguineous  discharge  appears,  and  masses  of  blood-clot  and  shreds 
of  tissue  are  expelled.  Anaemia,  which  is  associated  with  progressive 
emaciation  and  weakness,  becomes  rapidly  and  intensely  developed. 
Kigois  are  not  uncommon.  They  are  generally  attributable  to 
septic  absorption,  but  may  indicate  the  occurrence  of  metastasis. 
To  these  symptoms  are  superadded  those  arising  from  the  presence 
of  metastatic  growths  in  such  organs  of  the  body  as  the  lungs  or 

brain.  Death  usually  supervenes  within  six  or  seven  months  unless 
averted  by  operation. 


Metastasis.— The  accompanying  plates,  for  which  I am  much  indebted  to  Sir 
Halliday  Croom,  illustrate  a case  of  deciduoma  malignum  recorded  by  him. 
The  patient  was  a multipara,  forty-four  years  of  age.  Six  years  previously, 
she  had  had  an  abortion,  from  which  time  till  four  months  before  admission 
to.  mspital  she.  had  menstruated  regularly.  For  four  months  immediately 
prior  to  admission,  she  had  not  menstruated,  but  had  suffered  from  a foul 
leucorrhceal  discharge.  For  a few  weeks  before  admission  she  had  noticed 
a swelling  in  the  lower  abdomen ; her  attention  was  drawn  to  this  bv 

spasmodic  attacks  of  pain. 

When  first  seen,  the  patient  was  emaciated,  and,  on  examination,  a hard 
um  orm  tumour  was  found  stretching  half-way  from  pubis  to  umbilicus. 
On  the  left  labium  there  was  a small  tumour,  about  the  size  of  a walnut, 
winch  was  taken  for  a Bartholinian  retention  cyst.  As  it  was  causing  great 
discomfort,  it  was  incised,  when  it  was  found  to  be  solid,  and,  on  microscopic 
examination  proved  to  be  of  the  nature  of  deciduoma  malignum  The 

employed ied  ^ ^ C°mplication  before  radical  treatment  could  be 
The  tumour  (Plate  XL VI.)  weighed  7 lbs.  7 oz. 

(Plate'xLVI  )e  tUm°Ur  ^ bIa<Wer  WM  a cyst  fiIled  with  clear  fluid 
kkbey!StatlC  deP0S‘tS  Wele  f0U"‘l  1UnS  (1>late  XLVI1-)’  ™g>na,  brain,  and 


There  are  several  clinical  features  little  understood.  < For  in 
stance,’  as  Eden  remarks,*  < we  are  quite  unable  to  explain  why 
these  growths  vary  so  greatly  in  malignancy;  why  those  cases  in 
which  villi  are  found  m the  tumour  should  be  less  malignant  than 

affection  in  a multipara  aged  53,  who  had  borne  tePchildren  Periodical 
haemorrhage  was  the  principal  symptom.  The  uterus  was  enlarged  to  the  sLe 
of  a three  months  pregnancy.  Vaginal  hysterectomy  proved  the  case  as  shown 
by^caridul  mmroscop.cal  examination,  to  be  of  chorion-epithelioma.  ’ 
Obstetncal  Society  of  London,  June  3,  1903 
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others;  why  cases  in  which  the  primary  growth  is  in  the  \agina  aie 
less  malignant  than  the  uterine  cases ; why  metastases  should  dis- 
appear after  the  removal  of  the  primary  growth  alone ; and,  lastly , 
why,  in  one  remarkable  case  recently  recorded  by  I leischmann, 
partial  removal  of  the  primary  growth  should  be  followed  by  dis- 
appearance of  the  remainder  and  complete  recoveiy. 

Diagnosis  and  Treatment. — Chorion- epithelioma  should  be  sus- 
pected if  bleeding  follow  the  expulsion  of  a vesicular  mole,  or  return 
after  curettage  for  imperfect  expulsion  of  the  ovum.  In  these 
instances  a thorough  digital  examination  of  the  interior  of  t e 
uterus  should  be  made.  A valuable  indication  may  be  afforded  m 
malignant  disease  by  the  profuse  nature  of  the  haemorrhage  attend- 
ing the  performance  of  curettage.  In  those  rare  cases,  already 
referred  to,  in  which  the  primary  growth  is  situated  deeply  m the 
wall  of  the  uterus,  or  in  some  distant  organ  of  the  body,  uterine 

haemorrhage  is  absent. 

It  must  not  be  forgotten  that  simple  retention  of  placental  tissues 
may  give  rise  to  symptoms  like  those  of  deeiduoma,  and  that  the 
risk  of  performing  needless  radical  operation  is  considerable. 

Case  of  Recurrent  Haemorrhage  after  Molar  Abortion  - Symptoms 
Simulating  those  of  Deeiduoma  Malignum. , 

The  following  case  shows  the  difficulty  of  diagnosis  as  well  as  piognosis  in 
certain  forms  of  prolonged  discharge  associated  with  molar  pregnancy. 

* In  regard  to  metastases  due  to  chorion-epithelioma,  Zagorjanski  of  Kissel 
(ArcUv.  f.  Gyn .,  bd.  lxvii.,  heft  2)  reports  cases  in  which  the  lung  symptoms 
disappeared  after  the  removal  of  chorion-epitheliomatous  nodu  es  10“ 
vagina.  Agreeing  with  Pick,  he  arrives  at  these  conclusions  :-»ueh t ernbol 
have  been  observed  in  the  lungs,  brain,  kidneys,  utenne  muscu  osa, 
frequently  in  the  vagina  (seven  times  out  of  eleven)  No  instance  of  t he : spon- 
taneous  cure  of  a chorion-epithelioma  by  autonomic  elimination  with  the  placen 
or  mole  has  been  demonstrated ; on  the  other  hand,  the  possi  >1  l y o i P 
taneous  retrogression  of  chorion-epitheliomatous  growths  cannot  he  alt0Se 
rejected  (cases  cured  without  any  operation  or  after  a very  incomplete  on  ). 
For  chorion-epithelioma  to  be  malignant  it  is  essential  that  the  phys  „ ■■ 
resistance  of  the  tissues  of  the  body  to  invasion  should  be  diminished 
destroyed;  the  restoration  of  that  resistance  puts  an  end  to  the  growth  ot  the 
tumour  In  this  way,  in  case  of  chorion-epithelioma  of  the  vagina  and  lungs, 
after  the  removal  of  the  vaginal  growth  the  lungs  may  recover  spontaneous  j , 
and  this  in  spite  of  the  negative  result  given  by  the  sputum,  wo  mus  - PP 
to  have^aken* place  in  the  ^ase  above  mentioned.  During  pregnancy  nodules  of 
chorion-epithelioma  iu  other  parts  of  the  body  than  the  uterus  an  . P 

to  the  presence  of  an  hydatid  mole.  Every  case  of  primary  “ 5“ 

epithelioma  after  normal  labour  hitherto  recorded  has  had  a fatal  terminate  . 

t lieported  by  the  author,  Brit.  Gyn.  Jour.,  1902. 
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patient,  aged  twenty-three,  suffered  from  persistent  sickness  with  aggravated 
pains  in  the  hypogastrium,  with  pain  in  the  right  groin  and  down  the  corre- 
sponding thigh  ; had  been  one  year  and  eight  months  married.  There  was  a 
history  of  previous  delicacy  and  some  apical  trouble  of  both  lungs,  with  dys- 
menorrhcea,  consequent  upon  a retroflected  uterus  with  conical  cervix.  For 
these  troubles  she  had  been  under  treatment,  and  the  uterus  was  incised, 
dilated,  and  curetted.  Shortly  after  marriage  she  suffered  from  metrorrhagia 
and  a brown  discharge,  which  persistently  lasted  from  one  period  to  another. 
On  examination,  the  cervix  was  found  soft  and  the  uterus  enlarged,  with  a 
sanious  discharge  from  the  canal.  She  had  just  passed  over  the  time  for  a 
period  when  there  was  a severe  attack  of  haemorrhage,  followed  by  the  pro- 
trusion of  a molar  mass  from  the  os  uteri.  The  uterus  was  dilated  and 
curetted,  a quantity  of  foetid  molar  debris  being  removed.  It  was  subse- 
quently proved,  however,  that  the  entire  mass  was  not  removed,  for  on  the 
fifth  day  there  was  some  bleeding,  and  on  examination  a substance  was 
found  filling  the  cervix,  which  was  again  dilated,  and  the  uterus  completely 
emptied  of  more  of  the  same  debris.  It  was  wiped  out  with  chromic  acid, 
and  a few  times  subsequently  with  ichthyol  and  iodized  phenol.  As  there 
was  a recurrence  of  haemorrhage,  about  three  months  subsequently  I again 
dilated  the  uterus,  curetted  it,  and  applied  chromic  acid.  The  patient  re- 
gained her  strength  and  put  on  flesh.  Exactly  a year  from  the  date  of  the 
fiist  operation  pain  and  bleeding  again  commenced,  and  the  uterus  was  sensi- 
ti\  e to  touch.  I found  a small  fungoid-looking  growth  protruding  from  the 
os.  She  was  now  again  curetted,  and  the  growth  removed.  It  was  decided 
to  peifoim  hysterectomy  should  this  growth  or  the  curettings  prove  to  be  of 
a malignant  nature.  Mr.  Targett  made  a most  careful  examination  of  the 
tissue  removed,  but  there  was  nothing  of  the  chorion-epitheliomatous  or 
sarcomatous  nature  in  it.  A year  subsequently  I heard  from  her.  She  had 
gained  28  lbs.  in  weight  and  was  quite  well,  though  for  some  time  in  the 
interval  she  had  had  a recurrence  of  her  old  discharge. 

The  discovery  of  soft  vegetating  masses  would  tend  to  confirm 
the  diagnosis.  What  appear  coagula  may  in  reality  be  neoplastic 
masses  into  which  blood  has  infiltrated.  The  facility  with  which 
the  fingei  may  perforate  the  uterus  has  to  be  borne  in  mind. 
Curettage  should  be  performed,  and  all  material  removed  should 
be  placed  at  the  disposal  of  an  expert  pathologist  for  examination  ; 
and  the  diagnosis  should  rest  upon  the  clinical  as  well  as  on  the 
microscopical  evidence.  An  early  diagnosis  may  be  impossible,  and 
the  truth  may  be  ascertained  in  the  post-mortem  room.  In  other 
instances,  by  adopting  the  measures  enumerated  above,  the  disease, 
when  present,  may  be  diagnosed  with  reasonable  certainty,  and 
when  discovered,  there  is  but  one  recognized  form  of  treatment, 
and  that  is  total  extirpation  of  the  uterus. 


CHAPTER  XXXIV. 


TUBERCULOSIS  OF  THE  FEMALE  GENITALIA. 

Morgagni  in  1744,  through  a post-mortem  examination,  was  the 
first  authority  to  draw  attention  to  genital  tuberculosis  in  the  case 
of  a patient  who  died  of  tubercular  peritonitis.  In  the  early  part  of 
the  nineteenth  century  (1831)  Senn  and  Raynaud,  and,  later,  Louis 
(1843)  also  recorded  the  presence  of  tubercular  lesion  in  the  genitalia. 
In  the  fifties,  Thiry,  Jeil,  Paulsen,  and  Kiwisch  ; later  on,  Brouardel 
(1865),  Cohnheim  (1879),  Verneuil  (1883),  and  Hegar  in  1886,  all 
proved  that  tuberculosis  of  the  genitalia  was  not  such  a rare  affection 
as  it  had  been  previously  thought. 

Frequency  of  Occurrence. — A.  Martin  said,  in  his  report  on  the 
Rome  Congress,  in  1892,  “ the  female  genital  organs  share,  much 
oftener,  than  has  been  hitherto  supposed,  in  the  infection  by  the 
tubercle  bacillus,  which  may  begin  and  develop  in  any  segment  of 
the  female  genital  apparatus. ” Murphy  gives  the  following  statistics 
bearing  on  the  relative  proportion  of  cases  of  tubercle  of  the  genitalia 
in  women  who  were  tuberculous. 

Nimias  and  Christoforis  found  one  case  in  every  12  necropsies  on 
tuberculous  women  ; Schram  found  one  case  in  34  cases,  Posnei 
one  in  35,  Mosler  one  in  40,  Iviwisch  one  in  40,  and  Cornil  one  in 

every  50  to  60  cases. 

Merletti,  in  6000  necropsies  at  Parma,  found  that  tuberculosis 
was  the  cause  of  death  in  1360.  In  205  of  these  the  genitals  were 
involved  j in  males  34  (2*41  per  cent.),  in  females  17 2 (H  6 pei 

cent.). 

Hansemann  (cited  by  Veit),  however,  in  7000  necropsies  at  the 
Friedrichshain  Hospital,  Berlin,  found  450  cases  of  tuberculosis  m 
women  (6*5  per  cent.).  In  only  18  of  these  (4  per  cent.)  were  the 

genitals  involved. 

* I must  acknowledge  my  indebtedness  in  this  chapter  to  J.  B.  Murphy , of 
Chicago,  and  the  comprehensive  summary  of  the  entire  subject  embraced  in  his 
presidential  address  before  the  Chicago  Surgical  Society,  October  13, 1903.  Also 
to  Comyns  Berkeley’s  paper  in  the  Journal  of  Obstetrics  and  Gynaecology  oj  the 

British  Empire , Jan.,  1903. 
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Out  of  1600  pieces  of  tissues,  from  the  gynaecological  clinic  at 
Griefswald,  which  were  examined  for  tubercle  bacilli,  the  latter 
were  found  in  24  (Martin). 

Etiology. — There  are  some  points  which  are  of  interest  in  the 
etiology  and  pathogeny  of  the  disease. 

Hereditary  Influences. — Amann*  considered  that  we  must  admit 
that  genital  tuberculosis  in  infants  has  a congenital  origin,  the  glands 
being  first  affected,  and  through  them  the  circulation,  though  later 
on  infection  comes  from  the  air  passages,  or,  more  rarely,  from  the 
digestive  canal  and  mesenteric  glands,  finding  their  way  by  erosion 
of  the  blood-vessels  into  the  circulation.  Gottschalk  regarded  a case 
of  tuberculosis  of  the  adnexa  as  primary  and  hereditary,  because 
three  years  after  pan-hysterectomy  was  performed  by  the  vagina  no 
recurrence  of  the  disease  had  occurred.  The  patient,  aged  32,  was 
a virgo  intacta.  The  tubercular  nature  of  the  affection  was  proved 
by  culture  and  inoculation.  The  father  was  tuberculous.  No  tuber- 
cular lesions  were  found  elsewhere.  The  tubes  and  ovaries  were 
affected  as  well  as  the  uterus.f  Amann  had  a case  in  which  tuber- 
culosis of  the  genitalia  was  proved  to  arise  through  an  affection  of 
the  bronchial  glands,  neither  peritoneum  nor  intestine  being  affected. 

Sex.— Amann  also  considered  that  the  proportion  of  female  subjects 
to  male  affected  with  tuberculosis  was  20  per  cent,  of  the  former 
to  3 per  cent,  of  the  latter.  Hyperplasia,  chronic  inflammatory 
changes,  and  the  puerperal  state  increased  the  disposition  to  the 
affection. 

Coition.— Both  Verneuil  and  Cohnheim  regarded  coition  as  a 
probable  starting-point  in  some  cases  of  the  infection.  Berne t traced 
m two  well-verified  instances  the  tubercular  condition  to  coitus,  and 
different  authorities  have  shown  the  presence  of  the  bacillus  in  the 
semen  of  tuberculous  men.  Murphy  reports  a case  in  which  direct 
transmission  by  coitus  also  occurred,  though  he  has  seen  so  many 
cases  of  tuberculosis  of  the  epididymis  with  tubercle  bacilli  in  the 
urine  and  seminal  discharge  in  married  men  without  the  wife 
becoming  affected,  that  he  concludes  that  other  conditions  are 
necessary  for  the  development  of  tuberculosis  in  the  female  genital 
tract.  On  the  other  hand,  should  tuberculosis  of  the  cervix  extend 
to  the  vagina,  and  not  involve  the  Fallopian  tubes  or  ovaries  such 


* Fourth  International 
Lucina,  Oct.,  1902. 

t Archiv.f.  Gyn.,  bd.  lxx.,  s.  74.  Gottschalk  (ibid.,  bd.  xx 
that  the  source  of  the  tuberculosis  may  have  been  the  semen. 


( on  gross  of  Obstetrics  and  Gynaecology,  Rome. 

s.  74)  surmises 
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limitation  of  the  infection  Emanuel  considers  shows  that  the  disease 
has  been  primarily  conveyed  during  coitus.  The  finger  may  convey 
the  disease,  so  may  the  sound  or  other  instrument.  The  important 
clinical  and  prophylactic  bearing  on  this  latter  fact  is  obvious.  At 
least  we  are  justified  in  the  conclusion  that  intercourse  with  a 
consumptive  husband  is  fraught  with  danger  to  the  wife.  The 
possibility  of  his  being  a cause  of  direct  infection  to  her  can  be 
pressed  with  emphasis  in  those  sad  cases  where  infatuation  and 
affection,  despite  remonstrance,  still  prompt  rash  determination  to 
marriage,  or  husband  and  wife  to  occupy  the  same  bed. 

The  Blood  as  a Vehicle  of  Infection. — Veit  also  considers  that 
the  genesis  of  tuberculosis  is  from  above,  and  rarely  from  below ; 
that  it  may  occur  from  infection  from  the  blood,  as  well  as  through 
the  lymphatics. 

According  to  Ivleinhans  there  are  three  arguments  in  favour  of 
infection  by  means  of  the  blood  current  : — 

1.  The  existence  of  tuberculosis  in  the  genitals  following  tuber- 
culosis of  the  lungs,  with  no  intermediate  foci. 

2.  The  frequent  localization  of  tuberculosis  on  the  site  of  the 

placental  attachment. 

3.  The  transmissibility  of  the  bacilli  from  the  mother  to  the  fcetus. 

To  these  Veit  adds  the  sudden  eruption  of  acute  general  miliary 

tuberculosis,  which  has  been  many  times  noticed  to  succeed  the 
existence  of  a markedly  circumscribed  focus. 

Schottlander,  having  injured  the  fimbriated  edges  of  the  Fallopian 
tube  in  rabbits,  injected  the  tubercle  bacilli  into  the  circulation,  and 
found  that  the  abdominal  end  of  the  wound  became  infected.  He 
concludes  that  conveyance  of  the  tuberculosis  through  the  blood 
is  common,  more  so  than  that  through  the  uterus , and  Amann, 
having  regard  to  the  comparatively  poor  supply  of  the  parts 
between  the  uterine  artery  below  and  the  ovarian  artery  above, 
considers  that  this  relatively  poorer  supply  of  blood  to  this  area 
may  have  an  etiological  significance  in  the  presence  of  tubercle 

here. 

Infection  through  the  Peritoneum.— In  considering  the  causation 
of  genital  tuberculosis,  the  experiments  of  Pinner  have  a special 
significance.  He  showed  that  fine  portions  of  cinnabar  or  lamp- 
black introduced  into  the  peritoneal  cavity  traversed  the  tubes, 
and  found  their  way  through  the  uterus  and  into  the  vagina.  This 
would  explain  certain  cases  of  infection,  but,  on  the  other  hand,  it 
has  to  be  remembered  that,  while  the  peritoneum  is  untouched,  the 


TUBERCULOSIS  OF  THE  FEMALE  GENITALIA. 


023 


genitalia  are  frequently  affected,  and  vice  versa.  Of  this,  however, 
there  can  be  no  doubt — when  the  Fallopian  tubes  are  affected  the 
peritoneum  and  bowel  are  frequently  also  tuberculous.  All  observa- 
tions of  tubal  tuberculosis  go  to  prove  this  correlation. 

From  Murphy’s  experiments  on  monkeys  it  is  clear  that  the  infec- 
tion does  travel  from  the  peritoneum  to  the  sub-peritoneal  glands. 
Murphy’s  experiment  on  a monkey  showed  1 that  the  tubercular 
process  may  extend  deep  into  the  muscular  layer  of  the  uterus  into 
the  body  of  the  muscle  coat  from  the  peritoneal  side,  but  it  does  not 
completely  traverse  the  muscle  coat.  This  would  indicate  that  it  is 
possible  that  the  uterine  mucosa  might  become  infected  from  the 
peritoneum  by  direct  transmission  through  the  uterine  wall.  He 
was  unable  to  find  any  report  of  a post-mortem  showing  this  con- 
dition in  the  human  female,  nor  was  a case  reported  in  which  a 
primary  tuberculosis  of  the  uterine  mucosa  penetrated  the  muscularis 
in  the  peritoneum.  So  that  he  considers  it  is  fair  to  assume  that 
this  is  at  least  not  a frequent  route  of  transmission,  either  from 
the  peritoneum  to  the  mucosa,  or  vice  versa .’ 

Testicular  Contact  and  Seminal  Infection. — Cases  of  tuberculous 
infection  arising  from  the  contagion  of  testicular  tuberculosis  have 
been  recorded  by  Pfannenstiel  and  Prochownik,  and  various  experi- 
ments have  been  performed  to  test  the  relationship  between  general 
tuberculosis  and  tubercle  of  the  genitalia  by  Landouzy,  Maffucci, 
Gaertner,  Spano,  Peraire,  Popoff,  and  others.*  From  such  experi- 
ments it  seems  clear  that  semen  taken  from  a tuberculous  patient, 
and  injected  into  the  peritoneal  cavity,  will  cause  tuberculosis ; that 
tubercular  cultures  injected  into  the  saphenous  vein  of  animals 
infected  the  testes ; that  bacilli  may  be  transmitted  from  parent  to 
foetus  through  inoculation  of  the  testes  ; that  injections  of  tubercular 
culture  into  the  vagina  of  animals  will  cause  infection  of  the  uterus. 
Popofi,  however,  from  the  result  of  his  experiments  concluded  that 
there  must  be  a preceding  trauma  in  order  to  infect  the  genitals,  and 
that  tuberculosis  following  traumatism  remains  localized  in  the 
genital  apparatus  and  its  lymph  glands. 

Infection  from  without. — Extensive  experiments  by  Marie 
Gorovitz  have  confirmed  these  conclusions,  and  shown  that  tuber- 
culosis may  reach  the  vagina,  the  iliac,  or  lumbar  glands,  from  the 
uterus,  and  also  directly  invade  the  lumbar  glands,  as  well  as  the 
peritoneum.  It  is  noteworthy  that  gonorrhoeal  abrasions,  the  trau- 
matisms of  the  puerperal  state,  and  operative  procedures  have  been 

* Murphy,  loc.  cit. 
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shown  to  lead  to  tuberculous  infection.  Even  catheterism  of  the 
uterus  has  been  reported  by  Duhrssen  to  lead  to  infection  of  the 
tube  and  peritoneum.  The  same  consequence  has  followed  on  opera- 
tions on  tubercular  cystomata.  This  author  has  also  reported  infection 
following  the  injection  of  milk  from  a tuberculous  cow. 

Relative  Frequency  of  Infection. — Statistics  prove  that  the  order 
of  frequency  with  which  the  different  organs  are  affected  is,  Fallo- 
pian tubes,  body  of  uterus,  ovaries,  cervix  uteri,  vagina,  and  vulva. 
Comyns  Berkeley,  from  an  examination  of  the  post-mortem  records 
of  the  Brompton  Hospital  for  Consumption,  from  1880  to  1902, 
during  which  period  the  genitalia  had  been  carefully  examined, 
states  that  in  798  autopsies  performed  on  females  who  died  of 
tuberculosis,  in  62  (7*7  per  cent.)  the  genitalia  were  affected,  and 
the  order  in  which  this  occurred  was,  Fallopian  tubes,  806  per  cent.  ; 
body  of  uterus,  29*0  per  cent.;  ovaries,  22’5  ; cervix,  6’4 ; vagina, 
6*4 ; vulva,  0. 

Plhrenfest,  quoting  Kundrat,  and  Penrose, f concludes  that  tuber- 
culosis is  present  in  from  8 to  18  per  cent,  in  all  cases  of  inflammatory 
disease  of  the  uterine  appendages. 

Tuberculosis  of  the  Genitalia  in  Children. 

Age  . — Already  attention  has  been  drawn  to  the  presence  of 
tuberculosis  in  children,  and  the  importance  of  rectal  exploration, 
as  urged  by  Carpenter,  in  the  examination  of  the  adnexa.  Demme 
has  reported  cases  aged  respectively  seven  and  thirteen  months. 
‘ Children,’  Murphy  states,  f have  primary  tuberculosis  manifested 
only  in  the  external  genitalia.’  Schenk  has  reported  a case  of 
ulceration  of  the  external  genitalia  in  a child  4^  years  old.  The 
child  had  had  tubercular  playmates,  and  he  surmises  that  the  infection 
was  conveyed  by  the  fingers.  Karajan  reports  vulva  tumours  in  a 
child  two  years  of  age. 

Murphy  quotes  Maas,  who  draws  special  attention  to  the  com- 
parative rarity  of  tubal  tuberculosis  in  children  as  compared  with 
adults.  He  could  find  but  eight  cases  in  medical  literature  of  very 
young  children  in  whom  tuberculosis  of  the  tube  was  present. 

Howard  Kelly  has  reported  several  cases  of  tuberculosis  in 
children. 

George  Carpenter,  of  the  Evelina  Hospital  for  Children,  who  has 

* Jour.  Obstet.  and  Gyn.  Brit.  Emp .,  Jan.,  1903. 

t Arcli.f.  Gyn.y  vol.  lxv.,  No.  1. ; ‘Text-book  of  Diseases  of  Women,  1901.’ 
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had  exceptional  opportunities  for  the  examination  of  the  female 
genitalia  in  children,  writes  thus: — ‘My  records  of  tuberculous 
disease  of  the  female  genitalia  have  been  gained  by  the  use  of  com- 
bined rectal  and  bimanual  examinations  during  life,  and  also  in  the 
post-mortem  room. 

(a)  In  a child,  aged  9 years,  the  Fallopian  tubes  were  enlarged 
and  caseous.  Tuberculous  extension  had  taken  place  from  the 

peritoneum,  and  they  had  been  invaded  at  their  fimbriated 
extremities. 

‘(T)  In  a girl,  aged  4 years,  the  ovaries  were  matted  to  the 
Fallopian  tubes,  the  extremities  of  which  showed  cavities  filled  with 
caseating  material;  she  had  tuberculous  intestinal  ulceration, 
together  with  tuberculous  brain  tumours,  but  no  peritonitis. 

(c)  In  a girl  of  7 years  was  found  an  enlarged  uterus,  the  right 
Fallopian  being  the  diameter  of  a lead  pencil ; there  was  a tuber- 
culous mass  the  size  of  a pigeon’s  egg  just  above  the  base  of  the 
sacrum. 


(d)  A girJ,  aged  7 years,  who  suffered  from  tuberculous  ascites, 
had  a rounded  tumour,  three  inches  in  length,  and  the  thickness  of 
the  index  finger,  attached  to  the  fundus  of  the  uterus.  This  tumour 
subsequently  disappeared.  She  has  grown  into  a healthy  woman. 

‘ ^ In  a child’  aSed  2 years  and  2 months,  there  was  con- 
siderable peritoneal  thickening  in  the  hypogastric  region  and  its 

neighbourhood ; the  left  ovary,  which  was  found  to  be  enlarged  was 
adherent  to  the  thickened  peritoneum.  This  child  had  tuberculous 
glands  in  the  neck  and  an  enlarged  spleen. 

. ' ({\  In  a chlld’  a8ed  2i  years>  ^ere  was  a tuberculous  mass 

* 6 rlSh,t  *umbar>  lhac’  and  the  hypogastric  regions, 
e left  ovary  and  Fallopian  tube  were  healthy,  but  the  growth 

'ad  mva'Jed  the  tube  and  ovary  on  the  corresponding  side. 

‘ (;/)  In  a child,  aged  14  months,  there  was  a hard  lump  occupying 

the  umbilical  and  hypogastric  regions,  and  the  right  ovary  was 
connected  with  it.  y 

‘.(h)  In  a girl,  aged  six  years,  there  was  a tuberculous  mass  in 
the  right  inguinal,  lumbar,  hypogastric,  and  umbilical  regions 
together  with  typical  omental  thickening.  The  uterus  was  normal’ 
Passing  from  it  to  the  right  was  a curly  tube,  the  size  of  the 
little  huger,  and,  on  being  hooked  down,  an  oval  tumour  was  felt 
which  was  an  enlarged  ovary.  The  left  Fallopian  tube  was  not 

ZZZf’  “ n0t  CUrl  ^ itS  ™P°»d-g  ovary  was  not 
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In  three  other  cases  recorded  by  Carpenter,  aged  respectively 
3 years,  14  months,  and  1 year,  the  adnexa  were  also  affected,  and 
the  characteristic  ‘ lumpishness  — the  term  he  uses  to  express  the 
appearance  and  the  feel  of  tubercular  masses  involving  the  adnexa — 
was  present.  He  has  had  no  experience,  clinical  or  pathological, 
of  primary  tuberculous  affection  in  children. 

Diagnosis. — Speaking  generally,  the  diagnosis  of  tubercle  of  the 
genitalia  will  depend  upon  (a)  a careful  local  examination  of  the 
vulva,  vagina,  and  portio  vaginalis,  assisted  by  a bi-manual  ex- 
amination of  the  uterus  and  adnexa  under  anesthesia,  ( b ) a micro- 
scopical and  bacteriological  examination  of  some  portion  of  the 
affected  tissues  which  are  within  reach  and  can  be  removed  by  either 
the  knife,  scissors,  or  curette ; (c)  a similar  examination  of  the 
fragments  removed  after  curettage  of  the  uterine  cavity  ; (d)  the 
presence  of  tuberculosis  in  other  organs  of  the  body  ; (e)  the  physical 
characteristics  of  the  surfaces  affected,  the  appearances  of  the 
ulcerated  parts,  and  of  the  tubercular  ulcers,  as  to  their  colour  and 
the  nature  of  the  granulations;  (/)  the  duration  of  the  disease  and 
the  subjective  symptoms  which  have  accompanied  it. 

Sellheim  considers  that  c certainty  in  the  diagnosis  depends  upon 
local  examination.  Independent  of  the  characteristic  peculiarities 
to  be  met  with  in  the  exploration  of  the  abdomen,  much  information 
may  be  gained  by  the  recognition  of  tuberculosis  of  the  pelvic  peri- 
toneum, which  almost  invariably  accompanies  similar  disease  of  the 
genitals,  and  which,  as  pointed  out  by  Hegar,  may  be  detected  on 
internal  examination,  by  nodules  that  are  almost  pathognomonic. 
These  nodules  are  found  chiefly  upon  the  posterior  surfaces  of  the 
ligamenta  sacro-uterina,  and  frequently  the  tube  has  assumed  the 
form  of  a rosary  in  which  the  nodules  are  of  an  extremely  hard 
consistence.  The  presence  of  a nodule  in  the  pars  uterina  is  a 
reliable  sign  of  tubercular  disease.  Microscopical  examination  of 
the  mucosa  of  the  uterus  is  always  necessary  in  case  of  tuberculosis 
affecting  the  tubes  or  the  pelvic  peritoneum,  as,  apart  from  its 
diagnostic  importance,  disease  of  the  uterine  mucosa  may  modify 
the  prognosis  and  treatment.  Using  all  these  methods,  Sellheim, 
dissenting  from  the  opinions  expressed  elsewhere,  considers  that 
tuberculous  disease  of  the  female  genital  organs  may,  in  most  cases, 
be  diagnosed.’  # 

The  diagnosis  of  tuberculosis  of  the  vulva,  vagina,  uterus,  and 
tubes,  is  referred  to  under  the  different  headings  named. 

* Brit.  Gyn  Jour.,  Nov.,  1902. 
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Differentiation  from  Carcinoma. 

Charles  Ryall  (Cancer  Hospital)  has  furnished  me  with  notes  of 
three  cases  in  which  tuberculosis  of  the  peritoneum  and  adnexa  was 
mistaken  for  malignant  disease.  In  one,  the  patient,  aged  35, 
presented  all  the  appearances  associated  with  advanced  cancer,  a 
tumour  being  quite  fixed  in  the  pelvis  and  incorporated  with  the 
uterus.  Though  regarded  as  incurable,  she  was  kept  under  observa- 
tion, and  as  the  tumour  became  smaller  an  exploratory  incision  was 
made.  This  revealed  extensive  peritoneal  tuberculosis,  and  a 
dermoid  cyst  of  one  ovary. 

In  another  case,  malignant  disease  of  the  adnexa  was  diagnosed. 
A nodular  growth,  adherent  to  the  uterus,  was  found,  which,  on 
examination  through  the  pouch  of  Douglas,  appeared  to  be  cystic. 
Operation  revealed  extensive  peritoneal  tuberculosis,  a dermoid  cyst 
of  one  ovary,  and  the  pelvis  full  of  caseous  material.  The  age  of 
this  jiatient  was  44. 

In  the  third  instance,  the  woman  was  aged  45.  A nodular  and 
irregular  mass  occupied  the  left  fornix  and  Douglas’  pouch.  The 
growth  was  very  hard  and  fixed.  Exploration  revealed  extensive 
pelvic  peritoneal  tuberculosis,  and  a small  papillomatous  cyst  of  the 
left  ovary. 

In  each  of  these  cases  the  emaciation,  the  constitutional  symptoms, 
and  the  physical  characters  of  the  growth,  favoured  the  idea  of 
malignancy.  In  none,  however,  does  there  appear  to  have  been 
any  characteristic  discharge,  nor  was  the  uterine  cervix  or  canal 
affected,  while  the  absence  of  pain  and  hsemorrhage  should  have 
made  the  diagnosis  of  malignancy  at  least  doubtful.  All  three 
show  the  need  for  remembering  the  similarity  in  the  constitutional 
effects  of  both  affections.  I have  myself  opened  the  abdomen  under 
similar  conditions,  finding,  not  carcinoma,  as  1 expected,  but  wide 
tubercular  infections. 

Tuberculosis  of  the  Vulva. 

There  is  somewhat  of  a conflict  of  opinion  as  to  the  rarity  of 
tuberculosis  of  the  vulva.  Some  cases  of  lupus  have  been  reported. 
Matthews  Duncan  first  described  the  condition  which  he  termed 
lupus  of  the  vulva.  This  included  chronic,  painless,  hypertrophic 
states  of  the  vulva,  without  infection  of  the  neighbouring  glands,  yet 
liable  to  various  degrees  of  ulceration.  Thin,  from  his  pathological 
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examination  of  some  growths  submitted  to  him  by  Duncan, 
supports  this  view,  pointing  out,  however,  that  the  microscopic 
appearances  are  quite  different  from  those  found  in  lupus  vulgaris. 
-There  was  small  cell  infiltration  beneath  the  epithelium,  and  blood- 
vessels ran  straight  to  this  part.  Fibrous  tissue  was  found  in  all 
stages  of  development. 

both  Hutchinson  and  Malcolm  Morris  regarded  these  cases  as 
having  a syphilitic  origin.  I had  one  such  typical  case  as  described 
by  Duncan.  I could  clearly  trace  a syphilitic  history.  Shaving 
away  the  growth,  I applied  Paquelin’s  cautery,  and  the  part  healed 
permanently.  According  to  Berkeley,  Whitridge  Williams  could 
only  find  records  of  three  cases  of  true  tubercle  up  to  1894,  those  of 
Deschamps,  Chiari,  and  Zeigbaum  * one  case  only,  that  of  Risck, 
having  occurred  since.  In  these  instances  the  tubercle  bacilli  were 
found.  The  case  of  Kelly,  in  which,  after  excision  of  the  diseased 
area,  which  included  the  greater  part  of  the  external  genitals,  he 
covered  the  parts  by  flaps  taken  from  the  vaginal  wall,  is  not 
referred  to  by  Berkeley.  The  patient  was  aged  55,  the  vulva 
was  ulcerated,  the  disease  involved  the  vestibule  and  central  portion. 
Some  bacilli  were  discovered,  and  characteristic  granulations,  with 
scattered  tubercles  through  the  deeper  tissues,  were  present.  Alto- 
gether, Murphy  quotes  fifteen  cases  in  which  the  vulva  was  affected, 
including,  besides  those  mentioned,  cases  reported  by  Cayla,  Viattel, 
Montgomery,  Davidsohns,  and  Kiittner.  The  latter  cured  a little 
girl  of  six  years  who  suffered  from  tubercular  bronchial  catarrh. 
There  was  induration  of  the  right  labium,  with  ulceration  and  small 
ulcers  over  the  mons  veneris  and  upper  part  of  the  left  labium. 
The  diseased  structures  were  excised,  and  these  and  the  tributary 
lymph  glands  showed  typical  tubercular  lesions.  All  this,  however, 
only  proves  that  tubercular  disease  of  the  vulva  is  of  extremely  rare 
occurrence. 

Esthiomene. — Murphy  considers  that  esthiomenic  ulcer,  lupus 
and  rodent  ulcer,  should  be  included,  but  it  is  doubtful  if  the  true 
esthiomene  (ecr^tco,  £ to  eat  ’),  and  cases  of  rodent  ulcer,  should  be,  at 
least  in  a large  proportion  of  the  instances  in  which  they  are  met, 
regarded  as  of  a tubercular  character. 

Characters. — Tubercular  ulcers  of  the  vulva  are  usually  shallow, 
of  irregular  shape,  sometimes  oval  or  round,  extending  slowly,  having 
granular  surfaces,  the  granulations  being  either  semi-translucent 

* Johns  Hopkins  Hospital  Reports , vol.  iii.  p.  85. 

f See  chapter  on  Affections  of  the  Vulva. 
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or  of  a yellowish  colour.  The  margins,  though  occasionally  sharply 
defined,  are  often  irregular  and  ragged.  A crust  occasionally 
covers  the  base  of  the  ulcer.  The  ulceration  may  finally  lead  to 
destruction  of  parts  of  the  labia  and  fourchette,  and  extend  into 
the  perineum.  Under  these  circumstances  the  appearance  of  the 
ulceration  is  not  unlike  that  of  epithelioma  or  chancroid.  Should 
there  be  proliferation  of  tissue,  both  nodules  and  polypi  may  be 
present  (Murphy),  and  the  clitoris  enlarged  so  as  to  resemble  that 
affected  with  elephantiasis.  It  is  important  to  remember  that  the 
lymph  glands  are  not  involved  for  a long  time,  and,  clinically,  the 
very  slow  progress  of  the  disease,  added  to  careful  microscopical 
and  bacteriological  examination  of  portions  of  tissue  removed,  will 
serve  to  confirm  the  diagnosis. 

Poeverlein,*  in  a case  which  was  diagnosed  as  sarcoma,  removed 
from  the  inner  surface  of  the  right  labium  of  a woman,  aged  49, 
a tumour  the  size  of  a five-shilling  piece.  There  was  no  ulceration. 
Microscopical  examination  proved  it  to  be  tubercular.  It  would 
appear  to  be  the  only  case  on  record  in  which  no  ulceration  was 
present. 

Tuberculosis  of  the  Vagina. — So  far  it  appears  that  only  one 
case  of  primary  vaginal  tuberculosis  has  been  recorded  (Murphy). 
Bierfreund  found  a tubercular  ulcer  in  the  vagina,  the  only  focus  in 
the  body.  Therefore  the  tuberculous  infection  is  conveyed  either 
from  above,  from  the  uterus,  or  from  the  vulva  (very  rare)  from 
below.  Giel  found  that  in  45  cases  of  tubercular  disease  of  the 
uterus,  the  vagina  was  only  affected  in  3.  Springer  collected 
statistics  of  cases  occurring  in  the  Frauenklinik  in  Prague  during 
twelve  years,  and  gave  the  source  of  the  disease  as  arising  twice 
from  the  blood,  three  times  from  the  uterus,  once  from  the  Fallopian 
tube,  and  once  from  the  intestine  (Berkeley).  The  possibility  of 
the  mine  being  the  channel  of  the  infection  is  suggested  by  him. 
These  sources  of  infection  embrace  all  those  given  by  Amann,  with 
the  exception  of  direct  infection  from  without. 

Varieties.  It  may  be  of  a miliary  or  ulcerative  character.  The 
ulcers  are  surrounded  by  a zone  of  infiltration,  in  the  centre  of 
which  is  the  characteristic  greyish  ulcer  with  a rather  clearly  cut 
edge,  at  times  filled  with  caseous  matter,  under  which  lie  the  grey 
or  yellow  granulations  of  which  its  base  is  composed.  Extension  of 
the  ulceration  may  proceed  in  the  direction  of  the  rectum  or  the 
bladder . Under  all  circumstances  the  progress  is  very  slow 

* Hegar’s  ‘ Beitraege,'  bd.  viii.,  li.  1. 
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Tubercle  of  the  Portio  Vaginalis. 

Frequency. — The  portio  vaginalis  is  also  a rare  site  of  infection. 
Of  163  cases  mentioned  by  Murphy  (including  27  necropsies  of 
tuberculous  women  by  Doran),  there  were  only  8 cases  in  which 
the  cervix  was  affected.  That  it  may  appear  here  as  a primary 
focus  is  clear  from  cases  recorded  by  Agello,  Michaelis,  Emanuel, 
Williams,  Matthews,  Lewers,  Driessen,  Beyea,  and  others. 

It  is  noteworthy  that,  as  Fraenkel  has  shown,  tuberculosis  may 
be  present  in  the  adnexa  and  cervix  while  the  fundus  remains  free 
of  the  infection.  On  the  other  hand,  the  portio  may  be  free  while 
the  Fallopian  tubes  are  affected. 

Varieties. — Murphy  divides  tubercle  of  the  portio  into  ulcera- 
tive, papillary,  miliary,  and  £ bacillary- catarrhal.’  He  asks,  with 
A.  Martin,  ‘ Is  it  the  tenacious  secretion  of  the  cervical  mucosa,  or, 
as  Vassmer  believes,  the  thick  epithelial  layer  here  which  opposes 
the  penetration  of  the  bacilli  ? ’ It  is  curious  also  that  negative 
results  have  followed  searches  for  bacilli  (Merletti)  in  the  uterine 
secretion.  Yet  inoculation  with  these  same  fluids  has  proved 
tuberculosis  to  be  present.  This  makes  it  clear  that  the  inoculation 
test  giving  a positive  proof  of  the  presence  of  tuberculosis  does  not 
in  itself  establish  the  fact  of  the  genitalia  being  affected,  as  the 
infection  may  come  from  the  peritoneum. 

In  the  ulcerative  form  we  have  single  or  multiple  ulcers,  deeper 
than  erosions,  and  of  varying  size  and  extent.  In  the  papillary 
tuberculosis  we  have  proliferating  fungous  masses,  underneath 
which  are  the  beds  of  tubercular  granulations.  A close  re- 
semblance to  carcinoma  may  cause  these  to  be  confounded  with 
this  latter  affection.  In  the  miliary  form  there  is  the  character- 
istic dissemination  of  miliary  tubercles,  scattered  here  and  there 
throughout  the  stroma  of  the  portio,  and  over  the  mucous  surface. 
Ulceration  may  occur,  but  it  is  not  certain.  The  bacillary-catarrhal 
variety  is  limited  to  the  surface  epithelium,  and  the  glands,  which 
latter  may  be  filled  with  caseous  material  containing  numerous 
bacilli  (Schutte). 

Microscopic  Appearances. — Murphy  thus  summarizes  the  micro- 
scopical appearance  of  cervical  tuberculosis  : — 

‘ As  regards  microscopic  appearances,  we  find  many  variations  in 
cervical  tuberculosis,  depending  on  the  stage  of  the  process  and  the 
form  of  the  disease.  Tuberculosis  of  the  cervical  mucosa  manifests 
tself  primarily  by  a proliferation  and  metaplasia  of  the  surface  and 
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glandular  epithelium.  The  gland  lumen  becomes  occluded  by  division 
of  the  lining  cells.  In  cases  like  the  one  of  Alterthum,  where  the 
microscopic  appearances  closely  resembled  carcinoma,  a large  number 
of  slides  must  be  examined  until  the  tubercular  nature  is  positively 
demonstrated.  In  the  beginning  of  mild  forms  of  cervical  tuber- 
culosis, the  infiltration  of  small  cells  may  be  limited.  After  the 
glandular  lumen  is  obliterated  by  proliferation  of  the  lining  cells, 
the  glands  appear  as  solid  columns.  As  the  disease  progresses  the 
metaplastic  cells  show  retrogressive  changes,  finally  ending  in 
necrosis  and  caseation.  Giant  cells  are  only  occasionally  encoun- 
tered in  the  gland  proper.  According  to  Emanuel,  the  cervical 
glands  and  stroma  may  also  hypertrophy  in  the  tubercular  process, 
and  resemble  the  section  of  an  adenoma. 

‘ As  the  degeneration  of  the  epithelium  progresses,  granulations 
take  its  place,  and  the  cervical  mucosa  is  now  covered  with  granu- 
lation tissue  in  which  only  glandular  debris  may  be  recognized. 
Giant  cells  and  tubercles  are  now  observed.  More  or  less  hyper- 
trophy of  the  connective  tissue  is  seen  in  nearly  all  forms,  coexisting 
in  the  more  chronic  forms  with  areas  of  caseation  and  necrosis.  In 
the  papillary  type  the  fungous  growths  are  made  up  of  granula- 
tions and  new-formed  connective  tissue,  in  which  are  blood-vessels, 
giant  cells,  and  tubercles,  in  addition  to  diffuse  epithelioid  cell 
formations.’ 

Primary  Tuberculosis  of  the  Cervix. — Hauschka  operated  on  a 
case  in  which  there  was  a hard  tumour  the  size  of  a hazel-nut 
in  the  cervix  with  prolongations  into  the  canal.  Vaginal  pan- 
hysterectomy proved  it  to  be  primary  tuberculosis  of  the  cervix.  * 
Tuberculosis  in  the  Fundus  Uteri. — ‘Merletti,  in  172  cases  of 
genital  tuberculosis,  found  well-marked  lesions  of  the  uterus  in  75. 

1 Vassmer,  reporting  6 cases  of  tuberculosis  involving  the  uterus, 
in  5 of  which  diagnosis  was  established  by  the  curette,  states  that 
they  appeared  at  the  clinic  within  ten  months. 

£ ktolper,  in  34  necropsies  on  tuberculous  women,  found  uterine 
tuberculosis  in  3;  and  Wolff,  in  17  similar  necropsies,  found  uterine 
tuberculosis  in  3 also. 

Cullen,  in  eighteen  months,  diagnosed  6 cases  from  the  clinic  ■ 
and  in  Martin  s clinic  at  Greifswald,  where  the  mucosa  is  examined 

as  a matter  of  routine,  in  some  1500  cases  tuberculosis  was  found 
24  times.’ 

Symptomatology.  When  any  woman  presents  herself  suffering 

* Wiener,  Klin.  Wclins .,  1901,  No.  51. 
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from  endometritis  of  a chronic  nature,  attended  by  a discharge 
which  is  more  of  the  leucorrhceal  than  the  ordinary  and  character- 
istic discharge  of  chronic  endometritis,  the  possibility  of  tubercular 
infection  must  be  kept  in  mind.  Should  the  leucorrhoea  resist 
treatment,  and  after  a temporary  cure  again  recur,  and  there  be 
any  evidence  of  tuberculosis  elsewhere  in  the  body,  this  suspicion 
will  be  strengthened — the  more  so  if  the  character  of  the  discharge 


Fig.  436. — Tubercular  Disease  of  the  Uterus.  (Kobert  Barnes.) 

The  cervix  unaffected ; the  Fallopian  tubes  were  filled  with  tubercular  deposit. 


changes  and  assumes  somewhat  of  a caseous  appearance.  If  a 
bi-manual  examination  be  made  under  such  circumstances,  and 
the  adnexa  be  found  to  be  enlarged,  and,  further,  if  there  be  signs 
of  tubercular  peritonitis,  our  suspicions  are  verified,  and  careful 
examination  of  any  discharge  for  bacilli  should  be  made,  or  enough 
of  tissue  obtained  by  curetting  for  the  same  purpose,  as  thus  alone 
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can  a certain  diagnosis  be  arrived  at.  No  clinical  symptoms 
differentiate  tubercular  disease  of  the  fundus  uteri  from  other 
forms  of  disease  in  this  situation. 

Diagnosis  of  Tubercle  of  the  Uterus. — The  diagnosis  of  tubercular 
disease  of  the  cervix  is  by  no  means  easy,  so  similar  are  the  objective 
signs  to  other  ulcerative  conditions  of  the  portio,  and  the  discharges 
which  accompany  these.  Whereas  in  carcinoma  there  is  greater 
irregularity  and  depth  in  the  affected  surfaces,  more  frequent  and 
profuse  bleeding,  greater  foetor  and  more  pain,  there  is  less  sensi- 
tiveness to  examination,  and  the  rather  typical  granulation  bed  of 


Fig.  437.— Tuberculosis  of  the  Cervix  (Experimental).  (After  Cornil.) 

57  diam.  a,  villi  of  the  arbor  vitre  ; b,  depression  between  two  villi ; 

c,  tubercular  granulation. 

tuberculosis  is  absent.  In  tuberculosis  the  surface  is  more  regular 
and  less  ragged,  bleeding  is  absent  or  less  severe,  foetor  is  not  so 
marked  as  in  epithelioma  (this  possibly  being  due  to  the  absence  of 
haemorrhage),  and  the  progress  of  the  disease  is  much  more  pro- 
tracted than  in  carcinoma.  But  the  only  conclusive  tests  are  the 
detection  of  the  miliary  tubercles  and  of  the  tubercle  bacilli. 
(Whitacre.) 

Associated  with  the  advancing  invasion  of  the  muscular  structures 
are  the  changes  which  precede  it  in  the  endometrium.  There  is  cell 
proliferation  in  the  glandular  elements—4  the  cells  assume  a cuboidal 
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shape,  and  the  nucleus  moves  towards  the  centre  ; ’ the  gland  lumen 
is  encroached  on  and  (obliterated.  Coincident^  changes  occur  in  the 


Fig.  438.— Experimental  Tuberculosis.  (Cornil.) 

t,  connective  tissue,  containing  numbers  of  round  cells ; c,  giant  cell ; p,  papillse 
and  superficial  vegetations ; e,  fissure  in  tuberculous  tissue  with  epithelial 
cells  similar  to  those  lining  a tuberculous  follicle.  Adjoining  this  latter  is 
portion  of  a gland  with  its  epithelial  lining,  the  cells  of  which  are  thickened 
and  aggregated  (35  diam.). 

epithelium,  which  proliferates  and  finally  degenerates.  Giant  cells 
are  occasionally  present.  Caseous  material  covers  the  endometrium, 


Fig.  430. — Uterus,  Tubes,  Broad  Ligaments  and  Ovaries  studded  with 
Tubercles — Coincident  Epithelioma  of  the  Cervix.  (Howard  Kelly.) 


(|  nat.  size.) 


and  gradually  fills  the  cavity  of  the  fundus,  when  the  muscular 
structure  gives  way  before  ulceration  and  degenerative  process. 
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The  caseous  mass  breaks  down  into  pus,  giving  rise  to  the  charac- 
teristic purulent  discharge  of  this  variety.  Meanwhile  the  canal  is 
occluded  by  the  caseous  material,  and  a hydrometra  or  pyometra 
may  result.  The  frequency  with  which  the  uterus  is  infected  from 
the  tubes  explains  the  common  invasion  of  the  cornua  of  the  uterus. 

Relation  to  Menstruation  and  Pregnancy. — It  is  thought  that 
menstruation  changes  offer  an  obstacle  to  the  process  of  tuber- 
culosis, as  it  is  more  frequently  present  in  the  uterine  cavity 
before  puberty  and  after  the  menopause.  It  appears  that  multi- 
para  are  the  more  susceptible  to  the  infective  changes  in  the  par- 
turient and  vascular  supplies,  such  as  rupture  and  thrombus,  and 
consequent  alterations  in  the  vessels  are  believed  to  favour  the 
tuberculosis  process. 

Amann  and  others  confirm  the  view  that  it  is  rare  for  genital 
tuberculosis  of  the  uterus  to  be  transmitted  from  the  peritoneum  or 
bowel,  or  indeed  from  the  lymphatics,  The  infection  in  the  majority 
of  instances  descends  from  the  tube  into  the  uterus. 

Primary  Tuberculosis  of  the  Fundus.— The  only  authenticated 
case  of  primary  tuberculosis  of  the  fundus  is  one  which  Hauschka 
considered  he  was  justified  in  classing  as  such,  as  after  hysterectomy 
no  evidence  of  tuberculosis  elsewhere  could  be  detected,  though  the 
endometrium  and  muscle  were  found  to  be  tuberculous.  Still,  here 
the  mucosa  of  the  tubes  was  also  involved,  and  it  is  possible  that 
this  may  have  been  the  primary  seat  of  the  disease. 

Histology  and  Varieties. — Pozzi  divides  tuberculosis  of  the  uterus 
into  these  forms  : acute  miliary,  interstitial,  ulcerative. 

The  first,  or  acute  miliary  tubercle , is  simply  a sequence  of  the 
general  infection  of  the  entire  system. 

The  interstitial  is  a rare  and  essentially  chronic  form,  yet  it  may 
manifest  itself  through  uterine  accidents  and  injuries,  the  results  of 
parturition. 

The  ulcerative  type  is  the  most  frequent  and  the  most  important. 
In  the  early  stage  the  diagnosis  is  most  difficult,  and  the  affection 
simulates  chronic  endometritis. 

Stolper  regards  these  as  but  different  stages  of  the  same  patho- 
logical conditions,  seeing  that  they  are  often  to  be  found  co-existing 
in  the  same  uterus. 

Paul  Petit  considers  the  following  as  the  more  characteristic 
histological  appearances  : A diffusion  of  dying  or  atrophied  cells  ; 
giant  cells,  in  variable  numbers ; embryonic  nodules  detached  from 
the  stroma  developed  in  the  vicinity  of  the  vessels,  the  lumen  of 
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which  may  or  may  not  be  preserved ; numerous  changed  glands 
altered  in  shape,  dilated,  and  with  the  epithelium  lining  them 
elongated  or  in  a state  of  transformation.  The  possibility  of  some 
morbid  process  in  the  uterus  having  preceded  the  tubercular  infection 
has  to  be  remembered.  A.  Martin  has  recorded  one  such  case  of 
carcinoma  complicating  the  tuberculosis. 

Schmorl,  Lehmann,  Birsch-Hirschfeld,  and  others  have  shown  that 
congenital  tuberculosis  may  be  due  to  passage  of  the  tubercle  bacilli 
through  the  placenta  to  the  organs  of  the  fcetus.  The  bacilli  were 
found  in  three  cases  in  the  foetal  placenta.*  In  Anach’s  case,f 
where  the  infected  mother  died  three  days  after  labour,  tuber- 
culosis was  present  in  the  placenta,  and  in  the  case  of  her  infant, 
who  survived  for  twenty-six  days,  bacilli  were  found  in  the  liver, 
spleen,  lungs,  and  kidney.  I have  known  several  instances  of 
exacerbation  of  all  the  symptoms  of  phthisis  during  pregnancy,  and 
a rapid  fatal  collapse  after  delivery. 

Tuberculosis  of  the  Fallopian  Tubes. 

Frequency. — As  has  been  already  said,  it  is  in  this  intermediate 
link  of  the  genitalia  between  uterus  and  ovary  that  the  disease  is 
most  frequently  manifested.  Murphy  gives  the  results  of  4586 
necropsies  made  by  Schramm,  von  Winckel,  Donhoff,  Fredrichs,  and 
von  Rosthorn.  In  67  instances  the  tubes  were  tuberculous.  In  814 
cases  of  salpingitis  reported  by  Martin,  von  Rosthorn,  and  Williams, 
the  tubes  were  tuberculous  in  29. 

As  to  age,  Maas  could  find  but  eight  cases  of  tuberculosis  of  the 
tubes  recorded,  including  his  own,  that  of  a child  aged  five  years. 
The  uterus  here  was  also  involved,  and  the  ovaries  and  vagina  were 
free.  The  infection  appeared  to  have  travelled  from  the  umbilicus 
by  the  parietal  peritoneum.  In  one  of  Kimdral’s  cases,  no  other 
focus  being  discoverable,  the  affection  was  regarded  by  him  as  primary  • 
and  in  another,  cancer  of  the  cervix  co-existed  with  the  tuberculous 
disease  in  the  tube. 

‘Why,’  asks  Murphy,  ‘does  the  tube  become  involved  while  all 
the  intermediate  portion  of  the  genital  tract,  from  the  vulva  to  the 
fundus,  escapes  'i  ’ He  ascribes  this  immunity  to  the  greater  resisting 
power  of  these  intervening  structures. 

Varieties. — Miliary,  chronic  diffuse,  and  chronic  fibroid  tubal 
tuberculosis  have  been  described.  Martin  and  von  Rosthorn 

* Amer.  Surg.  Bull.,  Mar.  15,  1895.  f Murphy,  loc.  cit. 
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differentiate  acute  secondary  and  chronic  primary  tuberculosis  of 
the  tubes. 

In  miliary  tuberculosis  miliary  tubercles  are  scattered  over  and  on 
the  tubes,  and  more  especially  at  the  outer  end,  which  may  be 


Fig.  440. — Tubal  Tuberculosis,  with  One  Tube  having  its  Abdominal 
Ostium  closed  and  the  other  Tube  open.  (Murphy.) 

enlarged.  Leucocytic  infiltrations  and  small  abscesses  are  not 
infrequent,  and  resulting  adhesions  attaching  the  fimbriated  end  of 
the  tube  to  the  surrounding  structure. 

The  conditions  are  well  exemplified  in  the  case  of  Cullingworth’s,  in  which 
abdominal  section  was  carried  out  for  pelvic  peritonitis,  the  patient  at  the 
time  suffering  from  tubercle  of  the  apex  of  the  right  lung. 


tiG.  441. — Tubercle  of  the  Fallopian  Tube,  showing  General  Enlarge- 
ment of  the  Tube,  both  in  Length  and  Breadth,  with  Irregular 
Dilatations,  corresponding  to  Deep  Ulcers  on  the  Inner  Surface 
filled  with  Caseating  Tubercle.  (Cullingworth.) 

Miliary  tubercles  are  seen  on  the  peritoneal  surface,  chiefly  near  the  fimbriated 
end.  The  uterine  end  of  the  tube  is  much  twisted.  The  fimbriated  end  is 
nearly  occluded  by  purse-string  contraction. 


‘ The  peritoneal  surface  of  the  uterus,  Fallopian  tubes,  and  adjacent  coils 
of  intestine  were  studded  with  miliary  tubercles.  The  uterus  was  pushed 
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forwards  by  a mass  behind  it,  consisting  of  a small  cystic  ovary  with  the 
enlarged  and  thickened  right  tube  curving  round  it,  the  whole  so  densely 
adherent  that  nearly  an  hour  was  occupied  in  the  separation.  The  left  tube 
was  exceedingly  tortuous,  much  thickened,  and  universally  adherent,  the 
adhesions  being  more  recent  than  those  on  the  right  side.  The  left  ovary 
contained  a large  cyst,  but  was  not  enlarged.  It  was  entirely  surrounded  by 
adhesions,  and  its  external  covering  was  thickened  and  opaque. 


X ?-5  0 

Fig.  442. — Tubercular  Salpingitis.  (Cullingworth — Drawing  by 

Mr.  C.  H.  James.) 


a,  transverse  section  of  tube  under  a power  of  x 50 ; and  b,  section  through  a 
tubercular  nodule  under  a power  of  X 250,  showing  two  giant  cells,  a, 
peritoneum ; b,  tubercular  nodules  in  subperitoneal  tissue ; c,  longitudinal 
muscular  coat  of  Fallopian  tube ; d,  blood-vessels ; e , circular  muscular  coat  ; 
/,  hypertrophied  mucous  membrane,  showing  numerous  tubercular  nodules 
containing  giant  cells — the  lining  epithelium  still  remains  in  places ; g, 
lumen  of  tube  ; h,  remains  of  ciliated  epithelium  ; i,  giant  cells  ; 1:,  epithe- 
lioid cells  ; Z,  space  lined  with  columnar  epithelium. 

‘ On  examining  the  parts  removed,  the  portion  of  right  tube  was  3 inches 
long  and  1J  broad.  The  walls  were  like  cartilage,  and  measured  ^ to  ^ of  an 
inch  in  thickness.  The  mucous  membrane  was  much  swollen.  The  free  end 
of  the  tube  was  buried  amongst  the  adhesions.  The  portion  of  this  left  tube 
measured,  while  still  unstretched,  2J  inches.  It  was  twisted  at  its  uterine 
end  like  a corkscrew.  At  the  centre  there  was  a dilated  portion  § of  an  inch 
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long,  softer  than  the  rest  of  the  tube.  The  mucous  membrane  was  deeply 
ulcerated,  showing  deep  pits  full  of  caseating  tubercle.’ 

In  chronic  diffuse  tuberculosis  the  amount  of  enlargement  and 
distention  of  the  tube  varies,  and  the  sausage-shaped  tumours  are  of 
varying  size,  while  the  fimbriated  ends  of  the  tube  are  closed,  and 
adhesions  frequently  bind  down  the  pyosalpinx  posteriorly  in 
Douglas’  sac. 


Fibroid  Variety. — In  the  chronic  fibroid  varieties*  the  walls  of  the 
tubes  are  thickened  by  excessive  development  of  fibrous  tissue  and  the 
fimbriated  end  of  the  tube  is  closed.  It  is  essentially  a chronic 
affection,  and  does  not  involve  the  same  risks  as  the  other  forms, 
being  in  itself  of  a conservative  nature. 

Murphy  thus  summarizes  the  pathological  anatomy  of  the  affection  : 
The  tubes,  as  a rule,  are  enlarged,  moderately  firm  in  consistency, 
and  the  serous  covering  is  thickened.  They  may  be  covered  with  a 
false  membrane  in  which  nodules  may  be  noticed . The  calibre  usual ly 
enlarges  towards  the  abdominal  end  (cornucopia  shaped)  ‘ the  fimbrke 
are  swollen,  and  frequently  have  nodular  thickenings.  The  abdominal 
opening  may  be  patent,  partly  closed  with  a caseous  plug  protruding 
from  it,  or  impermeable.  In  this  latter  event,  a pyosalpinx  rapidly 


Fig.  443. — Tubercular  Left  Tube  with  Adherent  Omentum. 

(Howard  Kelly.) 

(Nat.  size.) 


* Johns  Hophins  Hospital  Reports , vol.  iii.  p.  85. 
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forms,  which  may  reach  enormous  proportions  (two  litres,  Stehmann). 
If  the  fimbriated  end  be  open — which  is  often  the  case, — if  its  walls 
be  infiltrated  with  a non-mixed  infection,  caseous  debris  is  discharged 
into  the  peritoneal  cavity.  As  the  tube  frequently  contracts 
adhesions  to  the  adjoining  viscera,  cavities  may  be  formed  into  which 
these  masses  are  emptied,  or  become  encysted.  Finally,  by  the 
adhesion  of  the  false  membranes  to  the  tube  and  the  viscera,  every- 
thing is  matted  together  into  one  mass.’ 

Nodular  Salpingitis  (Tubercular). — That  the  nodular  condition 
of  tube  referred  to  under  this  name  is  not  peculiar  to  any  special 
form  of  salpingitis  is  well  known,  as  it  is  found  in  other  chronic 
states  as  well  as  in  the  tubercular  variety  A 

In  many  cases  nodules  are  present  in  the  pouch  of  Douglas,  and 
on  the  broad  ligament  which  can  be  felt  through  the  vagina. 
Murphy  gives  the  details  of  a case  of  tubercular  salpingitis  in  which 
the  abdomen  was  opened  ten  months  after  the  previous  coeliotomy, 
and  the  peritoneum  was  then  found  to  be  quite  free  of  any  vestige 
of  tuberculosis.  This  salutary  consequence  of  removal  of  the  focus 
of  infection  is  verified  by  similar  results  in  other  cases. 

Effect  on  Menstruation.  — That  menstruation  may  continue 


Fig.  444. — Shows  Tuberculosis  op  Tubes  with  Ends  closed,  with  Abscess 

of  Ovary  on  the  Left  Side.  (Murphy.) 


regular  even  if  both  tubes  be  affected,  so  long  as  the  uterus  is 
healthy,  is  shown  by  Orthmann  and  Williams. 


* See  chapter  on  Fallopian  Tubes. 


PLATE  XL VIII 


Primary  Tuberculosis  of  the 


Fallopian  Tube — Pyo-salpinx. 


Same — Sac  opened  from  behind 


[To  face  p.  1 
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Primary  Tubal  Tuberculosis.  — Abdominal  Coeliotomy  — Sub- 
sequent Curettage,  followed  by  Pregnancy  and  a Twin 
Labour. 

The  tube  (Plate  XLVIII.)  was  removed  from  a patient,  aged  22.  She  had 
been  married  lor  two  years  and  a half  at  the  time  of  operation,  and  had 
completed  her  first  pregnancy  at  the  end  of  the  first  year  of  her  married  life. 
She  was  brought  to  me  by  Dr.  Disney  in  January,  1901,  and  complained  of 
considerable  and  constant  pain  in  the  left  side,  with  inability  to  walk  and 
dyspareunia.  The  catamenia  had  been  regular  and  normal.  On  exami- 
nation, the  adnexa  on  the  left  side  were  found  much  enlarged,  softened,  and 
very  sensitive.  The  right  adnexa  were  not  enlarged,  but  adherent.  Imme- 
diate operation  was  advised,  either  exploration  by  colpotomy  or  abdominal 
coeliotomy,  the  affected  adnexa  to  be  dealt  with  either  by  removal  or  resection, 
according  to  circumstances.  This  was  practically  agreed  to,  but  operation 
was  subsequently  declined  by  the  advice  of  a distinguished  obstetric  phy- 
sician who  saw  her  immediately  after,  and  who  expressed  the  hope  that  by 
rest  and  a course  at  Woodhall  Spa  she  would  get  quite  well. 

1 did  not  see  the  patient  again  until  the  July  following.  I operated  on  her 
the  next  day.  Pain  had  then  been  for  some  time  agonizing,  and  she  herself 
demanded  operation.  The  right  Fallopian  tube  was  distended  with  pus, 
forming  a long  crescentic  swelling  an  inch  and  a half  in  diameter  at  its 
widest  part,  the  surface  of  the  tube  being  adherent.  The  right  ovary, 
though  fixed  by  some  adhesions,  was  healthy.  A large  perimetric  cystoma 
had  formed  behind  the  meso-salpinx,  between  the  distended  tube,  the  ovary, 

and  the  adjacent  viscera.  The  following  is  the  conclusion  of  Mr.  Tarnett’s 
report : — & 

. external  surface  of  the  specimen  is  covered  with  thin  fibrous  adhe- 
sions  in  which  many  miliary  tubercles  are  embedded.  The  lumen  of  the 
tube  is  filled  with  thick  caseous  pus,  and  the  inner  surface  is  shaggy  from 
ulceration  of  the  mucous  membrane.  There  is  very  little  thickening  of  the 
wall,  ot  the  tube  anywhere,  and  in  some  parts  it  is  much  thinned  by  dis- 
tension and  ulceration.  Microscopical  sections  of  the  undilated  uterine  end 
of  the  tube  exhibit  general  thickening  of  the  mucous  membrane  and  infiltra- 
tioii  with  mihary  tubercles..  The  epithelial  lining  is  for  the  most  part  intact.’ 
here  was  some  endometnc  discharge  at  the  end  of  1902.  I curetted  the 

t Tun^'f  !there  TV°  evidc,lces  of  tatercle.  The  patient  was  delivered 
1 lOOo  of  twins  which  are  now  (1904)  quite  healthy  children,  and  she  again 
has  been  confined  of  a healthy  child. 

Primary  Tuberculosis  of  Fallopian  Tube  with  Haemato-Salpinx. 

The  macroscopical  and  microscopical  specimens  (Plates  XLIX.  and  L Vwere 
prepared  for  me  by  J.  H Target!,  who  has  furnished  me  with  the  pathological 

M r ?oooy  T W 10m  6 adnexa  Were  removed  first  consulted  me  early 

in  May  of  1899.  She  then  complained  of  pain  in  the  right  side,  pain  after 

passing  water  and  attendant  irritation  of  the  bladder.  Previous  treatment 

had  been  fruitless.  She  was  twenty-nine  years  of  age;  in  other  respects 
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she  had  very  good  health,  and  was  of  a healthful  appearance.  The  constant 
pain  interfered  with  her  happiness,  and  kept  her  more  or  less  an  invalid. 
Her  catamenia  were  regular.  The  uterus,  on  examination,  was  found  to  be 
small ; there  was  a tumour  of  the  right  adnexa,  the  left  were  normal.  At 
the  time  palliative  treatment  was  resolved  upon,  and  she  returned  home.  In 
June,  being  no  better,  and  the  pain  still  continuing,  as  also  the  bladder 
symptoms,  salpingo-oophorectomy  was  performed.  She  made  an  excellent 
recovery,  and  the  bladder  symptoms  disappeared. 


Report  on  Tuberculous  Fallopian  Tube. 

‘ The  outer  half  of  the  tube  is  considerably  enlarged,  and  its  lumen 
uniformly  dilated.  The  abdominal  ostium  is  closed  by  adhesions,  but  traces 
of  the  fimbriae  can  be  discerned  on  the  exterior.  The  surface  of  the  tube  is 
generally  free  from  adhesions,  though  there  are  a few  fibrous  threads  on  the 
ovary.  A section  across  the  dilated  portion  of  the  tube  shows  a marked 
thickening  and  rugosity  of  the  mucous  coat,  as  well  as  a finely  granular 
appearance  of  the  mucous  surface.  The  lumen  is  filled  with  blood  and 
retained  secretion.  Microscopical  examination  reveals  an  abundance  of  grey 
tubercles  in  the  substance  of  the  mucous  membrane,  the  giant  cell  systems 
being  well  developed.  The  muscular  coat  is  not  yet  invaded,  though  the 
tuberculous  formation  has  advanced  in  that  direction.  The  epithelial  cover- 
ing of  the  thickened  rugae  is  for  the  most  part  preserved.  The  adjacent 
ovary  presents  a recent  corpus  luteum,  and  its  substance  is  healthy.  There 
is  a striking  absence  of  any  peritoneal  lesion,  and  for  this  reason  it  is  pro- 
bable that  the  tuberculosis  of  the  Fallopian  tube  is  primary.’  I saw  this 
patient  recently ; she  was  then  in  perfect  health. 

Shober  has  reported  a case  of  ectopic  gestation  associated  with 
tuberculosis  of  the  tubes. 

Tuberculosis  of  the  Ovary. 

Murphy  groups  394  cases  of  genital  tuberculosis  reported  by 
Speath,  Merletti,  and  Orthmann.  Of  these,  76  had  the  ovary 
implicated.  Of  57  cases  of  absolute  diagnosis  by  microscopic 
examination,  collected  by  Orthmann,  9 were  tubercular  ovarian 
cysts,  and  48  were  tubercular  ovaries.  Terrillon,  in  1889,  first 
recorded  3 undoubted  cases  of  tubercle  of  the  ovary.*  Primary 
tubercular  disease  of  the  ovary  is  so  rare,  and  the  evidence  so 
doubtful  as  to  its  occurrence,  that  for  practical  purposes  it  need  not 
be  taken  into  account.  In  Max  Madeleuer’s  case  the  opposite 
Fallopian  tube  contained  caseous  material,  and  there  was  an  abscess 
on  the  posterior  wall  of  the  uterus,  the  patient  dying  of  phthisis. f 

* Arch,  de  Tolcol.,  Aug.,  p.  581.  f Central,  f.  Gyn .,  June,  18i>4. 


PLATE  XLIX. 


Adnexa,  showing  Section  of  the  Dilated  Tube  and  the  Contained 
Blood  Coagulum  ; also  the  Adherent  Fimbria.  (Author.) 

Tuberculosis  of  the  Fallopian  Tube  (seen  from  above  and  in  front). 


Same  Specimen,  showing  the  Ovary  cut  open  and  the  recent  Corpus 

Luteum.  (Author.) 

Tuberculosis  of  the  Fallopian  Tube  (seen  from  behind). 

[To  face  p,  642. 


PLATE  L 


Primary  Tuberculosis  of  Fallopian  Tube,  x 100.  (Author.) 
Section  from  tube,  Plate  XLIX. 

PLATE  LI. 


Acute  Tuberculosis  of  Fallopian  Tube,  x 00.  (J.  Stevenson.) 

From  a case  operated  upon  in  Landau’s  Klinik.  [To  face  p Op 
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As  a rule,  the  ovaries  are  infected  either  through  the  tubes  or 
peritoneum,  the  latter  being  the  more  frequent  source  of  invasion. 
The  periodic  rupture  of  the  Graafian  follicles,  Schottlander  considers, 


Fig.  445. — Tuberculosis  of  the  Tube.  (Kelly.) 

Posterior  surface  of  the  left  ovary  and  tube.  (Natural  size.)  The  meso- 
salpinx has  disappeared,  so  have  the  fimbriae. 


invites  the  infection  through  the  consequent  traumatism, 
tubercular  deposit  may  be 
found  on  the  peritoneum,  in 
the  stroma,  or  in  the  Graafian 
follicles,  and  be  of  the  miliary 
or  caseous  suppurative  forms. 

If  the  tuberculosis  infect  the 
peritoneum  and  tunica  albu- 
ginia,  it  may  not  penetrate 
the  ovarian  stroma. 

Primary  Tuberculosis  of 
Ovary. — Gemmel  brought  be- 


The 


England 


Fig.  446. — Tubercular  Tubo-ovarian 
Abscess.  (Murphy.) 


fore  the  North  of 
Obstetrical  Society  a case  of  primary  tuberculosis  of  both  ovaries, 
in  a patient  aged  26.  The  fimbriated  end  of  one  tube  was  involved 
where  it  was  adherent  to  the  ovary.  There  was  no  evidence  of  any 
tubercle  in  any  other  organ  of  the  body. 
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Treatment  of  Genital  Tuberculosis  generally. 

Vulva. — The  whole  affected  area  should  be  excised,  and  the 
actual  cautery  (Paquelin’s)  applied.  If  it  be  feasible,  the  margins 
of  the  skin  can  be  brought  together  with  bronze  aluminium  sutures, 
or,  as  is  preferable,  by  a transplantation  operation.  Otherwise  a 
TiersclTs  grafting  can  be  made.  Or,  the  tubercular  tissue  having 
been  excised,  the  chloride  of  zinc  paste  may  be  spread  on  a piece  of 
linen,  placed  near  the  exposed  surface.  This  latter  is  subsequently 
dealt  with.  The  X-ray  or  radium  treatment  may  be  tried  should 
the  disease  recur. 

Vagina. — As  the  disease  generally  affects  the  upper  portion  of 
the  canal  and  either  fornix,  while  the  portio  is  also  diseased,  the 
treatment  must  consist  of  amputation  of  the  cervix  and  the  affected 
portion  of  the  vaginal  wall.  If  the  disease  have  seriously  invol\  ed 
the  uterus,  or  have  travelled  from  the  tubes  down,  then  hysterec- 
tomy is  indicated.  Should  the  disease  be  diagnosed  in  its  very  early 
stages,  and  be  limited  to  the  cervix  and  vault  of  the  vagina,  the 
actual  cautery  or  the  chloride  of  zinc  treatment  may  suffice  to  arrest 
it.  If  the  cervix  be  slightly  infected,  curettage  and  the  application 
of  chromic  acid  (^i.— ^i.)  should  be  tried  at  the  same  time. 

Cervix  and  Fundus. — However  unsatisfactory  the  results  may  be 
of  any  operative  treatment  in  tuberculosis  of  the  uterus,  still  the 
onlv  course  open  is  that  of  the  radical  step  of  pan-hysterectomy. 
As  has  been  just  said,  should  the  disease  be  localized  in  the  ceivix, 
free  curettage  with  the  application  of  chromic  acid,  or  high  amputa- 
tion of  the  cervix  with  ligature  of  the  uterine  arteries,  may  be  tried. 
The  chloride  of  zinc  treatment  applied  as  in  carcinoma  is  here  also 
suitable.  Atmocausis  or  zestocausis  might  have  a good  effect. 
When  the  disease  is  in  the  fundus,  there  is  little  option,  and  the 
patient  should  be  given  the  chance  of  a pan-hysterectomy. 

Fallopian  Tubes. — Removal  of  the  affected  tubes  is  the  sole 
treatment  for  tubercular  salpingitis.  The  question  of  removal  of 
ovary  or  uterus  at  the  same  time  is  dependent  upon  the  presence  of 
the  affection  in  either  or  both  of  these  organs.  Unless  the  ovaries 
be  quite  free  of  the  disease  they  should  be  removed,  and  the  same 
course  must  be  followed  with  regard  to  the  uterus. 

Ovary. If  the  tubercular  disease  be  located  in  one  portion  of  the 

ovary,  and  not  diffused  throughout  its  substance,  the  stroma  and 
the  follicles  being  healthy,  while  tubercles  are  not  scattered  over 
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its  surface,  the  ovary  should  then  be  resected  and  the  healthy 
portion  preserved. 

The  Effect  of  Laparotomy  in  Tuberculosis  of  the  Female  Genitalia  and  the 
Peritoneum. — The  number  of  cases  which  have  been  reported  as  relieved, 
and  in  several  instances  cured,  by  the  operation  of  cceliotomy  when  there  has 
been  tuberculosis  of  the  peritoneum  alone  or  of  the  internal  genitalia,  has 
proved  clearly  the  beneficial  effects  which  follow  the  opening  of  the  peritoneal 
cavity  in  these  cases.  Sippel,  of  Frankfort,  accounts  for  the  favourable 
result  by  the  formation  of  a curative  serum  following  the  hypersemia,  the 
result  of  the  operation.  Baumgart  regards  vaginal  coeliotomy  as  curative  as 
the  abdominal.  He  advocates  a short  abdominal  incision.  Like  Carpenter, 
he  insists  on  the  importance  of  rectal  examination  in  diagnosis.* 

Ligature  of  the  Ovarian  Arteries  in  Tuberculosis  of  the  Adnexa. — In 
certain  cases  of  inoperable  malignant  disease,  as  in  myoma,  ligature  of  the 
ovarian  or  utero-ovarian  vessels  has  been  followed  by  amelioration  of  the 
symptoms  and  arrest  of  the  disease.  Lindfors,  of  Upasala,  has  reported  a 
case  of  inoperable  tuberculous  disease  of  both  adnexa,  in  which  there  were 
extensive  adhesions  of  the  tubes,  to  the  ovaries  and  pelvic  peritoneum.  In 
this  case,  however,  the  presence  of  tuberculous  affection  was  only  surmised, 
as  no  proper  histological  examination  was  made.f 

Abdominal  or  Vaginal  Routes. 

Various  operators  prefer  the  vaginal,  while  others  resort  to  the 
abdominal  route  in  the  extirpation  of  the  tuberculous  genitalia. 
In  the  rare  cases  in  which,  though  the  adnexa  are  affected  as  well 
as  the  uterus,  the  former  are  not  adherent,  Faure  recommends 
vaginal  hysterectomy  with  bisection  of  the  anterior  wall  after 
Doyen’s  method,  and  with  the  removal  of  the  adnexa.  In  the  more 
common  cases,  recourse  must  be  had  to  laparotomy  and  a much 
wider  removal  of  the  adnexa  than  need  be  undertaken  in  forms  of 
disease  in  which  conservative  ideas  may  be  entertained.  An  excep- 
tion may  be  made  when  the  disease  is  confined  to  one  side,  but 
whin  both  are  affected,  the  uterus  should  also  be  removed.  In  any 
case,  when  the  adhesions  are  organized  and  firm,  the  removal  of  the 
uterus  greatly  facilitates  that  of  the  adnexa.  Should  acute  or  sub- 
acute inflammation  complicate  the  case,  or  if  there  be  active  and 
disquieting  symptoms  due  to  suppuration  from  secondary  infection, 
the  vaginal  operation  is  to  be  preferred ; but  such  complications 

are  not  common,  as  genital  tuberculosis  is  generally  slow  in  its 
course. 

Should  there  be  no  adhesions,  the  technique  of  the  vaginal 

* Deutsche  Med.  Wchns .,  1901,  Nos.  2.  3. 
f Central}),  f.  Gyn.,  1900,  No.  41. 
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operation  is  the  same  as  in  ordinary  cases ; if  such  be  present 
they  should  he  detached  piece  by  piece.  When  the  uterus  must 
be  removed,  it  is  better  to  work  from  below  upwards  by  a sub- 
total hysterectomy,  followed  by  the  removal  of  the  adnexa,  in  doing 
which  the  greatest  care  should  be  taken  not  to  injure  the  attached 
viscera.  If  the  case  be  an  easy  one,  the  operation  may  be  performed, 
as  usual,  from  above  downwards  ; and  in  the  most  simple  cases  he 
recommends  the  method  he  uses  for  myomata,  that  is,  section  of  the 
isthmus  of  the  neck  from  behind  with  scissors,  traction  on  the 
cervix,  and  the  division  of  the  broad  ligament  on  one  side  after 
the  application  of  a forceps  to  the  outer  side.  When  the  disease  is 
unilateral,  Faure  recommends  Kelly’s  method  of  dividing  the  broad 
ligament  on  the  unaffected  side  ; then  cutting  through  the  neck  with 
scissors  and  dividing  the  ligament  of  the  affected  side  from  below 
upwards,  securing  the  arteries  either  before  or  after  the  section. 

Pozzi  also  advises  the  abdominal  route  with  pan-hysterectomy. 
As  between  the  two  routes,  there  can  be  no  doubt  that  the 
abdominal  offers  the  largest  scope  for  complete  extirpation  of  all  the 
affected  parts,  and  less  chance  of  secondary  contamination.  There- 
fore, in  cases  in  which  the  disease  has  attacked  the  internal 
genitalia,  and  where  the  evidence  leans  to  the  side  of  their  serious 
involvement,  abdominal  cceliotomy  is  the  safer  route  to  follow.  On 
the  other  hand,  when  the  disease  is  more  localized,  in  the  cervix,  or 
to  the  fundus,  and  the  adnexa  appear  to  be  free  and  movable,  the 
vaginal  route,  exposing  less  of  the  peritoneum,  and  involving  less 

risk,  is  preferable. 

I am  indebted  to  F.  Edge  for  the  following  abstract  of  the  ‘ very  extended 
and  laborious  investigation  of  the  anatomical  and  clinical  aspects  of  tubercu- 
losis of  the  female  genitalia  ’ by  Merletti  * : — 

Tuberculosis  of  the  genitals  is  met  with  in  12 -6  per  cent,  of  tubercular 
women,  but  in  only  2'4  per  cent,  of  tubercular  men.  In  tubercular  women 
genital  tuberculosis  is  met  with  in  22-8  per  cent,  during  the  childbearing  age, 
hi  7*3  per  cent,  before  puberty,  and  in  206  per  cent,  after  the  menopause. 
In  18-6  per  cent,  genital  tuberculosis  is  primary. 

Tuberculosis  of  the  uterus  was  met  with  in  75  out  of  172  cases  in  which 
the  genitals  were  affected.  In  the  great  majority  of  instances  the  infection  of 

the  uterus  was  secondary  to  that  of  the  tubes. 

Hyperplasia  of  the  genitals  may  be  accepted  as  an  anatomical  condition 

favouring  the  development  ol  tubeicle.  . t 

Cervical  tuberculosis  is  met  with  in  three  forms : (a)  the  miliary,  which  is 
the  most  easily  recognized  ; (6)  the  catarrhal,  which  may  be  mistaken  toi 


* A rchivio  di  Ostet.  e.  Ginec 1901. 
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simple  catarrhal  cervicitis ; and  (c)  the  ulcerous  form,  which  macro-  and 
microscopically  may  very  closely  resemble  cancroid  of  the  vaginal  cervix. 

Petit’s  distinction  of  the  forms  which  tubercle  may  assume  in  the  body  of 
the  uterus,  as  ‘ endometritic,’  ‘interstitial,’  and  ‘mixed,’  is  the  most  expedient 
from  the  clinical  and  the  most  exact  from  the  anatomical  point  of  view. 

The  microscopical  demonstration  of  bacilli  in  the  uterine  secretion  in  cases 
of  tubercular  disease  of  the  uterus  itself,  or  of  the  adnexa,  is  extremely  difficult. 

When  the  endometrium  is  the  seat  of  the  disease,  curettage  may  aid  in  the 
diagnosis  by  permitting  the  recognition  of  characteristic  lesions  (giant  cells, 
tubercular  follicles),  but  except  in  the  earlier  stages  of  the  disease,  the  bacilli 
are  as  hard  to  find  in  the  scrapings  of  the  uterus  as  in  the  secretion. 

The  inoculation  of  animals  with  the  uterine  secretion  is  most  valuable  in 
the  semeiology  of  tuberculosis  of  the  uterus  or  of  the  appendages. 

There  is  some  reason  to  believe  that  the  uterine  secretion  may  be  infectious 
when  the  tuberculosis  affects  the  peritoneum  only,  and  not  the  uterus  or 
adnexa. 

The  tubes  are  the  most  favourable  seat  for  the  disease,  and  were  affected 
in  157  out  of  the  172  cases  of  genital  tuberculosis;  tubal  tuberculosis  is 
generally  bilateral. 

In  tubercular  salpingitis,  more  often  than  in  other  kinds  of  inflammation, 
owing  to  the  constant  closure  of  the  abdominal  ostia,  and  the  hyperplasia 
generally  affecting  the  tubes  (W.  A.  Freund),  an  objective  sign  for  diagnosis 
may  be  found  in  the  presence  of  a tumour  in  form  like  a rosebud. 

The  following  forms  of  tubercular  disease  of  the  tubes  have  been  recognized  ; 
(a)  A tubercular  perisalpingitis,  in  which  the  serosa  only  is  the  seat  of  granu- 
lations ; ( b ) a miliary  parenchymatous  salpingitis,  in  which  the  mucosa  and 
musculosa  are  both  affected  ; a tubercular  endo-salpingitis,  in  which  the 
mucosa  alone  is  involved  (rare,  Williams). 

The  epithelium  of  the  tubal  mucosa  suffers  with  the  evolution  of  the 
disease  ; the  usual  ending  is  caseous  degeneration. 

The  presence  of  nodules  at  the  isthmus  of  the  tubes  (salpingitis  isthmica 
nodosa)  is  not  pathognomonic  of  tubercle ; but  such  nodules  are  more  fre- 
quently found  in  this  connection. 

Such  nodules  are  either  congenital,  to  be  referred  to  Muller’s  or  Wolff’s 
ducts,  or  are  due  to  some  chronic  inflammatory  process  (gonorrhoea,  tubercle, 
etc.). 

The  ovary  exhibits  a certain  resistance  to  tubercular  infection  (only  25 
instances  in  172  cases  of  genital  tuberculosis).  This  seems  most  probably  to 
arise  from  the  timely  beneficial  protective  action  of  exudations  and  adhesions 
of  the  pelvic  peritoneum  by  which  the  gland  has  been  encapsuled ; peri- 
oophoritis is  common,  but  true  oophoritis  is  rare. 

More  than  half  of  the  tubercular  ovaries  met  with  exhibit  cystic  degeneration. 

The  tubercular  process  seems  to  originate  in  the  elements  of  the  stroma, 
and  not  in  those  of  the  ovisacs. 

In  diagnosis , great  value  is  to  be  given  to  the  prominence,  on  digito-rectal 
examination,  of  granules  and  nodules  about  Douglas’  pouch  and  the  sacro- 
uterine ligaments  (granulo-nodular  Douglasitis),  also  the  general  condition  of 
the  patient,  especially  as  regards  the  peritoneum,  intestine,  and  lungs. 


CHAPTER  XXXY. 


AFFECTIONS  OF  THE  FALLOPIAN  TUBES. 

Congenital  abnormalities. 

Accessory  tubal  cysts. 


Papilloma. 

Sarcoma. 

Tubal  pregnancy. 

Dermoid  tumour. 

Calculus. 

Marro  * found  in  the  Fallopian  tube,  surrounded  by  granular  fatty  matter 
and  crystals  of  cholestrine,  a number  of  eggs  of  the  oxyuris  vermicularis.  The 
cyst  was  a new  growth  in  the  tube. 

An  echinococcus  cyst  in  the  retrocervical  tissue  was  removed  by  Knauer.f 
The  tumour  was  diagnosed  as  uterine,  and  its  true  nature  was  only  discovered 
on  operation. 

I cannot  discuss  at  length  certain  questions  connected  with 
abnormal  states  of  the  Fallopian  tubes,  which  have  rather  a patho- 
logical than  a clinical  interest  attached  to  them.  The  names  of 
P>attey,  Lawson  Tait,  Schrceder,  and  Polk  are  linked  with  many  of 


Salpingitis  (acute  and  chronic)  / Suppurative. 


I Tubercular. 

' Gonorrhoeal. 


Stricture. 

Hydrops  Tuboe  Profluens. 


inese  three  affections  are  dealt  with  as  the 
consequences  of  salpingitis. 


T'*  -I  • I Vjv/HOwV  I U. v 

Pyo-salpinx  ) 1 

Adhesions  and  displacements. 

* 

Carcinoma. 


* Ann li  nn, on>  Q.nii>mr*o  Aforl  f V V V 2. 


PLATE  LII. 


Section  of  the  Tube.  (Author.) 

Magnification  8 times.  Mucosa  replaced  by  granulation s-only  a few  columnar 
tubes  left  to  represent  plica.  There  is  a round-celled  infiltration  under 
peritoneum,  surrounded  by  a fibrous  capsule ; infiltration  of  the  musculo- 
fibrous  wall,  its  vessels  having  hypertrophied  walls.  [To  face  p.  (148. 


PLATE  LIII 


Chronic  Hypertrophic  Salpingitis. 

Section  of  the  left  tube  (Plate  LII.),  showing  parenchymatous  degeneration  and 
general  fibrosis  blocking  and  almost  obliterating  the  lumen.  This  is  the 

secondary  or  atresic  stage.  ^ ^ /ace  p>  G40. 
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our  modem  views  of  the  consequences  of  Fallopian  disease,  and  the 
causes  of  the  suffering  attendant  upon  morbid  states  of  the  tubes 
and  associated  ovarian  diseases,  and  the  later  operative  and  con- 
servative measures  which  are  taken  to  preserve  them  entirely  or  in 
part.  It  will  be  widely  acknowledged  that  Tait  first  established 
the  important  part  played  by  the  Fallopian  tubes  in  perpetuating 
those  chronic  pelvic  troubles  which  removal  of  the  ovaries  alone 
could  not  relieve. 

Structure  of  Walls  of  Fallopian  Tubes. 

Mary  Dixon  Jones  describes  the  structure  of  the  tubal  walls  as  consist- 
ing of — 

(a)  Six  layers  of  smooth  muscles,  the  principal  two  of  which,  interlaced, 
are  circular  and  longitudinal,  the  latter  being  external. 


vi /.  7 n/. 

i 


(X  35  DIAMETERS.) 


S false  membranes ; b,  b,  line  of  surgical  section,  corresponding  to  the  middle 
of  the  broad  ligament;  c,  fibrous  bed  strewn  with  muscular  fasciculi;  n, 
thickened  bed  of  soft  fibres,  mostly  circular ; e,  mucous  membrane ; g%  r/, 
pseudo-glands  of  cylindrical  epithelium,  due  to  the  welding  together  of  the 
villous  structure ; ml,  longitudinal  fibres. 
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(b)  Myxomatous  connective  tissue  constitutes  the  inner  surface  of  the  tubal 
wall,  and  here  also  we  find  an  interlacing  longitudinal  and  circular  muscle 
layer.  The  folds  in  the  muscosa  are  produced  by  contractions  and  elongations 
of  these  latter  muscle  layers,  serving  to  occlude  the  tube  during  life. 

(c)  A plexus  of  blood-vessels,  arterial  and  venous,  is  found  outside  the 
longitudinal  layer  of  the  wall. 

(d)  There  are  also  two  narrow  layers  of  oblique  smooth  muscle  fibres, 
traceable  from  the  uterine  ostium  to  the  fimbriated  extremity,  corresponding 
to  the  two  oblique  layers  of  the  uterine  parietes.  These  layers  regulate  the 
blood-current  in  the  subjacent  arteries  and  veins. 

Bland-Sutton  thus  refers  to  the  changes  produced  by  salpingitis  : — 

‘ When  a healthy  Fallopian  tube  is  examined  in  transverse  section  by  means 
of  a microscope,  we  distinguish  easily  the  serous  and  muscular  coats  of  the 
tube,  and,  standing  upon  these,  the  so-called  plicae  formed  by  the  mucous  coat. 


Submucous  layer. 


, Ciliated  epithelium. 


Circular  muscular  fibres. 


. Longitudinal  fibres. 


Fm.  448.— Normal  Fallopian  Tube  in  Section,  (x  10  diameters.) 

(Macalister.) 

Each  plica  consists  of  a delicate  framework  of  connective  tissue,  fringed  with 
columnar  ciliated  epithelium  on  the  free  surface.  Delicate  strands  of  unstated 
muscle-cells  may  be  distinguished  near  the  base  of  the  epithelium,  and  m t le 
middle  of  the  fold  are  many  capillaries.  As  a rule,  a few  leucocytes  may  be 
seen  scattered  among  the  meshes  of  the  connective  tissue.  When  sections  are 
ore  pared  from  tubes  which  have  been  for  some  months  past  the  seat  ot 
salpingitis,  the  appearances  are  very  different.  The  plicae  are  swollen  to  tv  ice 
or  thrice  the  usual  size,  and  all  the  details  of  their  structure  obscured  by  an 
innumerable  host  of  cells  of  various  sizes.  In  many  places  the  limiting 
epithelium  is  lost,  in  others  it  can  be  detected,  disturbed  and  disarrange! , 
here  and  there  seemingly  held  in  position  by  some  glutinous  material.  In 
mild  cases  this  peculiar  cell-infiltration  is  limited,  and  does  not  involve  the 
whole  plica,  but  in  very  diseased  specimens  the  cells  are  not  limited  to  ie 
plicie,  but  involve  the  muscular  coat,  and  extend  into  the  connective  tissue 

of  the  mesosalpinx.’ 
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, Salpingitis. 

Diagnosis. — Salpingitis  is  a much  more  common  affection  than  is 
generally  thought,  especially  during  the  childbearing  period  of  a 
woman’s  life.  To  detect  a swollen  or-  thickened  Fallopian  tube,  we 
examine  the  patient  by  the  bimanual  method.  We  can  most  fre- 
quently trace  it  from  the  lateral  margin  of  the  uterus  outwards,  and 
feel  its  more  prominent  portion  behind  the  uterus  and  towards 
Douglas’  pouch. 

By  a careful  examination  we  may  detect  effusions,  thickening, 
enlargement,  adhesions,  or  a tumour.  Such  diagnosis  requires  ex- 
perience. Tait’s  view,  as  strongly  urged  by  him,  is  true,  that  in  a 
great  number  of  cases  no  step  save  an  exploratory  abdominal  section 
enables  the  surgeon  to  discover  the  nature  of  the  disease . 


Exploratory  Coeliotomy  in  Suspected  Disease  of  the  Adnexa. 

In  making  an  exploratory  incision,  every  antiseptic  and  aseptic  precaution 
is  taken  before,  during,  and  after  the  operation.  The  incision  into  the 
peritoneal  cavity  should  be  sufficient  to  admit  two  fingers.  Should  further 
enlargement  of  the  wound  be  required,  a finger  is  carried  in  to  protect  the 
bowel,  and  the  scissors  or  bistoury  is  used  on  this,  cutting  upwards.  No  hand 
save  a perfectly  sterilized  one  should  go  near  or  pass  into  the  wound.  Search 
can  now  be  made  at  either  side,  and  the  adnexa  traced  outwards  from  the 
uterus  and  felt.  Any  tumour  or  enlargement  of  uterus,  tube,  or  ovary  is 
quickly  discovered.  For  further  exploration  of  the  bowel,  spleen,  or  kidneys, 
a larger  and  differently  placed  incision  will  be  required. 

Owing  to  adhesions,  a diseased  Fallopian  tube  may  be  carried  in 
front  of,  or  over,  the  fundus  uteri.  Fixation  of  the  pelvic  contents, 
and  the  presence  of  the  characteristic  sausage-like  mass  at  the  side 
of  the  uterus,  are  the  prominent  physical  signs.  Inflammation  and 
disease  may  cause  closure  of  the  uterine  or  fimbriated  end,  more 
frequently  of  the  latter.  On  the  other  hand,  the  inflammatory 
changes  may  lead  to  a permanently  enlarged  and  open  state  of 
either  orifice.  Such  variations  in  the  size  of  the  orifices,  and  their 
relative  degrees  of  patency,  will  depend  on  the  nature  of  the  in- 
flammatory process  and  the  character  of  the  inter-tubal  secretion. 
In  simple  catarrhal  affections  this  patent  state  of  the  uterine  orifice 
often  appears  to  be  of  an  intermittent  nature.  The  serous  contents 
of  the  tube  may  then  empty  themselves  at  intervals  into  the  uterus 
assisted  by  the  muscular  contraction  of  the  tubal  wall. 
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Kelly  finds  three  kinds  of  adhesions  affecting  the  tubo-ovarian  fimbriae.  ( a ) 
Simple  shortening  due  to  adhesions,  restricting  the  area  to  the  tube,  to  which 
the  tube  may  apply  itself  to  a short  radius  about  the  outer  pole.  ( b ) The 
tube  is  contracted  down  to  the  ovary  by  an  obliteration  of  the  outer  portion 
of  the  mesosalpinx,  so  that  it  lies  with  its  orifice  directed  away  from  the 
ovary,  (c)  The  tube  is  flexed  about  the  ovary  with  its  lumen  still  open,  and 
turned  towards  one  small  area  to  which  it  may  be  closely  applied. 

Classification. — Petit  thus  divides  the  various  forms  of  (non-specific) 
salpingitis,  by  their  anatomical  and  clinical  differences  : * — 


Non-cystic  salpingitis 


Cystic  salpingitis 


Acute  { 0f  mucous  origin* 

l Of  lymphangitic  origin  (very  rare). 

/ Mucous  or  catarrhal  endosalpingitis. 

Parenchymatous 

Chronic  / I 

Hypertrophic 

and 

\ ^ Atrophic. 

Hmmato-salpi  nx . 

Hydro-salpinx. 

Pyo-salpinx. 


Pozzi  prefers  the  following  classification  : — 

! Catarrhal. 

Purulent. 

, ( Hypertrophic. 

Parenchymatous  { 

{Hydro-salpinx — serous. 

Hmmato -salpinx — sanguineous. 

Py  o-salpinx — purulent. 

Hydrops  Tubae  Proflnens  (Intermittent  Ovarian  Hydrorrhcea).  This  is  a 
comparatively  rare  affection,  and  is  characterized  by  discharges  of  watery  fluid, 
sometimes  tinged  with  blood  from  the  uterus.  It  occurs  at  varying  periods 
before  the  catamenia,  recurring  at  intervals.  Associated  with  this  Fallopian 
discharge,  there  is  obstruction  of  the  abdominal  ostium,  and  also  occasional 
closure  of  the  uterine  end  of  the  tube.  Ingraham  reported  two  such  cases, f 
advocating  this  view,  or  that  there  may  be  temporary  kinking  of  the  tube. 

A.  Martin  describes  but  two  distinct  forms  of  salpingitis:  (1)  Interstitial 
endo-salpingitis ; (2)  follicular  endo-salpingitis.  There  is  a degeneration  and 
destruction  of  the  epithelium  and  muscular  elements;  the  lumen  of  the 
tube  becomes  occluded  in  one  part  and  extended  in  another ; and,  finally, 
suppuration  takes  place. 

Etiology.. — There  can  be  no  doubt  that  we  must  look  to  the 
uterus  for  the  source  of  the  great  majority  of  inflammations  of  the 
tubes  and  ovaries.  The  infection  may  travel  through  the  lymphatics 

* ‘ Traite  Pratique  de  G-ynsecologie,’  p.  221,  par  Stephan  Bonnet  ct  Paul  Petit, 
t Amer.  Gyn.,  Feb.,  19011. 


PLATE  L1V. 


PLATE  LY. 


Desquamative  Salpingitis.  (See  Plates  LVI.  and  LYII.) 


Plate  Liy.  Left  tube.  A portion  of  the  ovary  (o)  is  included  in  the  section;  the 
plicae  are  swollen,  and  there  is  general  desquamation  of  the  cubical  epithelium, 
with  paitial  obliteration  of  the  lumen  of  the  tube,  a — a limit  of  ovary. 

Plate  LY.  Light  tube  is  also  the  seat  of  desquamative  salpingitis.  It  is  folded 
on  itself,  and  dissection  is  made  through  the  loop.  The  plicae  here;  are 
oedematous,  and  the  lumen  of  the  tube  is  encroached  upon. 


[To  face  p.  652. 
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or  the  blood-vessels.  It  probably  more  often  finds  its  way  by  direct 
continuity  through  the  mucous  membrane.  Endometritis,  whether 
of  a catarrhal  or  specific  (gonorrhoeal)  nature,  is  frequently  the  cause. 
Out  of  987  autopsies  recorded  by  Galabin,  Lemiere,  and  Winckel, 
in  211  there  was  found  some  affection  of  the  adnexa.  The  inflam- 
mation may  doubtless  travel  from  the  tube  to  the  uterus,  but  the 
reverse  is  generally  the  case.  Salpingitis  frequently  accompanies 
uterine  inflammation,  acute  and  chronic,  and  also  peritoneal  and 
pelvic  cellular  inflammations,  and  the  ovary  generally  participates. 
Hence  it  is  commonly  a consequence  of  the  exciting  causes  which 
predispose  to  these  affections.  It  may  also  attend  on  a zymotic 
disease. 

I have  already  referred  to  the  occasional  passage  of  the  uterine  sound  into 
the  tube  in  dilated  or  saccular  states,  and  this  has  an  important  bearing  on 
intra-uterine  medication,  and  the  bad  results  which  may  attend  on  it.  Also,  if 
the  sound  be  not  sterilized,  or  be  passed  into  the  uterus  without  previous  clean- 
ing and  disinfection,  it  may  directly  infect  the  tube  and  cause  pyo-salpinx. 
Stricture  of  the  tube  is  a well-understood  cause  of  sterility;  it  or  closure 
may  produce  distension  and  accumulation  of  sucli  fluids  as  mucus,  pus,  or 
blood. 

Distension  may  lead  to  retro-flow  of  the  fluid  or  rupture  of  the 
tube.  Adhesions,  displacements,  cystic  enlargements,  are  also  some 
of  the  remote  results  of  inflammation,  either  primary  or  secondary, 
of  the  tubes.  An  unusually  large  accumulation  of  fluid  is  termed 
tubal  dropsy.  The  possibility  of  huemato-salpinx  arising  at  any  time 
during  the  growth  of  the  ovum  in  tubal  pregnancy  must  not  be  lost 
sight  of. 

Alban  Doran  * has  entered  fully  into  the  effects  of  closure  of  the  ostium  of 
the  I allopian  tube  by  perimetritis  or  salpingitis.  He  showed  that 1 in  adhesive 
peiimetritis  the  fimbriae  of  the  tube  are  bound  down  by  bands,  which  thus 
obstiuct  the  ostium.  In  salpingitis,  the  ostium  is  obstructed,  incompletely 
at  fiisf,  by  the  swelling  of  the  mucous  membrane  which  involves  the  fimbriae, 
but  permanently  in  other  cases  by  great  infiltration  of  the  submucous  tissue 
and  middle  coat,  which  swell  over  the  ostium  and  cover  in  the  fimbriae.’ 

lie  lias  drawn  attention  to  the  ‘crumpling  up’  of  the  meso-salpinx  by 
inflammatory  adhesions,  and  the  consequent  approximation  of  a distended 
tube  to  the  ovary.  ‘ Salpingitis,’  he  says,  ‘ with  obstruction,  brings  the  tube 
and  ovary  into  more  intimate  relations.  The  distended  tube  opens  up  the 
layeis  of  the  meso-salpinx  until  its  walls  touch  the  ovary,  just  as  a burrowing 
ovarian  cyst  opens  up  the  same  serous  layers  until  iis  walls  touch  the  tube. 
A broad  ligament  cyst  burrows  in  the  same  manner  till  it  touches  the  tube 
above  and  the  ovary  below.  This  process,  which  may  be  termed  the 

* Transactions  Obstet.  Soe .,  vol.  xxxi.,  1889. 


<554 


DISEASES  OF  WOMEN 


burrowing  of  the  tube,  can  be  readily  demonstrated  on  an  ordinary  hydro- 
salpinx. Monprotit,  who  has  described  the  process  with  great  accuracy , terms 

it  le  dedoublement  du  meso-salpinx. 
The  reason  that  the  ostium  is  more 
or  less  permanently  closed  is  easily 
explained.  It  is  occluded  either  by 
bands  of  lymph  which  cover  in  the 
fimbriae,  or  by  changes  within  the 


Fig.  449 —Complete  ( )bstruction  of 
the  Ostium,  the  Result  of  Salpin- 
gitis. (Alban  Doran.) 

The  end  of  the  tube  has  been  detached 
from  the  ovary  below  and  the  ostium 
forcibly  opened ; a bristle  passes  out 
of  its  orifice.  The  tissues  of  the 
tube  have  swollen  over  the  ostium, 
completely  concealing  the  fimbiise, 
excepting  the  ovarian  fimbriae,  which 
are  seen  below  the  bristle.  Behind 
and  above  the  bristle  are  perimetric 
bands,  which  must  not  be  mistaken 
for  fimbriae. 


Fig.  450— An  Ovary  and  Tube, 
showing  Obstruction  of  the 
Ostium  by  Perimetritic  Deposit, 
which  forms  a Deep  Pouch. 
(Alban  Doran.) 

The  fimbriae  have  been  partly  pulled 
out  of  the  pouch.  A bristle  passes 
into  the  pouch  out  of  the  ostium. 


walls  of  the  tube,  which  cause  much  swelling,  so  that  they  bulge  and  close 

in  over  the  fimbriae.  The  first  process 
is  essentially  a part  of  the  pathological 
changes  constituting  perimetritis.  I 
shall  therefore  term  it,  for  the  sake  of 
simplicity,  ‘ perimetritic  closure  of  the 
ostium.’  The  second  process  is  a part 
of  the  condition  known  as  salpingitis, 
and  may  be  termed  ‘ salpingitic  closure 
of  the  ostium.’  As  perimetritis  and 
salpingitis  are  often  combined,  both 
generally  take  a share  in  closing  the 

Fig.  451. — Ostium  of  Normal  Fal-  ostium.’ 

lopian  Tube  laid  open,  showing  ‘ Perimetritic  closure  is  the  simpler 
the  Continuation  of  Plic^i  into  form.  A little  deposit  covering  the 
Fimbria,  and  the  Dichotonous  delicate  fimbriae  as  they  lie  on  the  sur- 
Division  of  the  Fimbri*.  face  0f  ffie  outer  aspect  ot  the  ovary  is 

The  ovarian  fimbriae  are  well  formed,  sufficient  to  bind  them  down,  and  then 
the  ostium  necessarily  becomes  closed  as  soon  as  the  deposit  is  organized. 


PLATE  LVI. 


PLATE  L VII. 


Adnexal  Tumours. 

The  right  tube  (Plate  LVI.)  is  much  dilated  and  presents  an  omega  loop, 
the  two  limbs  of  the  loop  being  closely  united  together  and  blended  with 
the  ovary,  so  that  no  mesosalpinx  is  apparent.  The  loop  of  tube  measures 
8 cm.  The  fimbriated  external  and  the  uterine  cut  ends  lie  side  by  side, 
both  being  attached  to  the  ovary,  which  lies  immediately  beneath.  The 
ovary  contains  a blood  cyst.  Its  vertical  diameter  measures  2 cm  Its 
surface  is  roughened  by  adhesions,  and  presents  a rupture  produced 
possibly  m separating  the  adhesions  at  tire  time  of  operation 
The  left  tube  and  ovary  (Plate  PYU.)  present  a fused  mass,  of  smaller  size  than 
at  on  the  right  side.  4 he  tube  is  gradually  distended,  from  the  uterine 

to  the  distal  extremity.  The  abdominal  ostium  is  closed,  being  sealed  to 
the  ovary. 

careful  microscopical  examination  of  these  tubes  and  ovaries  presented  all 
the  appearances  present  in  chronic  salpingo-oophoritis,  the  tube  at  the 
left  side  being  incorporated  with  the  tissue  remains  of  a contracted  and 
thickened  mesosalpinx,  while  the  corresponding  ovary  was  a typically 
sclerosed  ovary  with  all  the  characteristic  appearances  seen  in  old  standing 
chronic  ovaritis.  In  the  right  ovary  there  was  cystic  degeneration,  and  the 
appearances  presented  were  those  of  commencing  ovarian  adenoma.  (0.  L.) 

[To  face  p.  654. 


A 


(See  over  page.) 


OPERATION  (PLATES  LVI.,  LVIL). 


Appearances  presented  when  the  Abdomen  was  opened,  and  the  Steps 
necessary  for  the  Removal  of  the  Embedded  Adnexa — Notes  taken  at 
the  Operation. 

Left  tube  could  be  traced  to  the  outer  extremity.  Uterine  cornua  greatly 
hypertrophied,  and  the  uterine  fibres  continuous  with  the  uterine  end  of 
the  tube  for  some  distance.  Omentum  and  bowel  adherent  to  the  plastic 
layers  covering  the  broad  ligament.  The  ovary  is  covered  by  this  layer, 
and  is  not  visible,  but  could  be  felt.  At  the  right  side  neither  tube 
nor  ovary  were  to  be  seen.  A smooth  membranous  covering  concealed 
both ; tracing  the  broad  ligament  out  to  the  pelvic  wall  at  its  outer  side  a 
large  mass  could  be  felt,  apparently  between  the  layers  of  the  broad  liga- 
ment. At  the  left  side  the  adhesions  of  bowel  and  omentum  having  been 
separated,  the  tubo-ovarian  vessels  were  tied  off*  and  the  broad  ligament 
clamped  with  Bilrotli’s  and  Kocher’s  clamp,  one  close  to  the  uterus.  The 
thickened  cornu  and  the  ligament  were  secured,  and  the  adnexal  mass 
removed.  At  this  side,  a large  branch  of  the  uterine  artery  was  divided  in 
order  to  get  well  below  the  mass.  At  the  right  side  the  separation  of  the 
mass  was  more  difficult,  as  it  was  more  embedded  and  incorporated  with 
the  broad  ligament,  the  upper  two-thirds,  which  had  to  be  removed  with 
it.  This  ovary  was  also  cystic,  and  its  contents  were  sanguineous.  The 
tube  was  like  the  left  one,  and  its  uterine  end  enormously  thickened,  and 
the  uterine  cornu,  as  in  the  other  case,  also  hypertrophied.  Patient  made 
an  excellent  recovery. 


PLATES  LVIII.,  LIX.,  and  LX. 


Adherent  adnexa 
removed  by  salpiDgo- 
oopliorectomy.  At 
the  left  side  desqua- 
mative salpingitis 
with  cirrhotic  ovary. 
At  the  right  side  an 
ovarian  blood-cyst 
and  desquamative 
salpingitis.  The  en- 
tire adnexa  of  this 
side  were  embedded 
in  adhesions,  and 
were  incorporated 
with  the  broad  liga- 
ment, which  had  to 
be  divided  as  far  as 
the  uterine  artery  in 
order  to  remove  the 
mass. 

Uninterrupted 

recovery. 


Left  Adnexa. 


Light  Adnexa. 


Posterior  Aspect  of  Mass,  with  Apron  of  Exudation. 
(See  over  page  for  description .) 


Histological  Report  (Plates  LIX.,  LX.)- 


. , « Q of  the  rig-lit  tube,  attached  to  which  is  the 

The  right  tumour  consists  of  a poit tion to  t ovary  0f  this  side,  together 

corresponding  meso-salpmx  and  a port  “blood-cyst The 

with  many  adhesions.  Apart  from  the  a »ve  ^ logg  Qf  tissue  The 

latter  fits  into  the  severed  ovary  with.u  y PI  structures  like 

adhesions  mentioned  are  extensive  enoug  1 o enlarged 

an  apron  when  they  are  placed  in  apposi  Uon^  ^ is  inves°ted 

slightly ; it  — es  10  cmmn  engt^  an^  ^ ooncealing  the 

have  dragged  up  the  ovary  towards  the  tube,  ^ ° thickened 

thickening  of  the  meso-salpinx.  A ^ sect, on  o the  tube  sho 
serosa,  and  a similar  condition  of  desquamatron  of  ^ The 

of  the  swollen  plicse  as  was  obseived  in  densely  infiltrated 

ovary  shows  a thick  investment  of  fibrous  lymph  and  a d n 

stroma.  The  wall  of  the  blood-cyst  is  lined  by  festoon  • ° ^ 

showing  that  it  arose  from  a ripe  corpus  Interim.  is, 

cyst.  (Cuthhert  Tockyer. ) \_To  face  p-  655 
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In  operations  for  chronic  disease  of  the  appendages  the  early  stage  of  the 
process  is  often  observed.  Sometimes,  on  scraping  away  the  bands  of  the 
lymph,  the  fimbriae  come  in  sight,  well  formed,  succulent,  and  bright  red, 
being  full  of  blood.  In  that  case  little  or  no  salpingitis  is  present.’ 

Relation  of  Salpingitis  to  Perimetritis. 

I have  already,  in  discussing  the  etiology  of  parametritis  and 
perimetritis,  referred  to  the  various  other  causes  that  may  lead 
up  to  a combined  inflammation  of  both  ovaries  and  tube.  In  fact, 
the  more  we  know  of  the  pathology  of  perimetric  inflammation  generally, 
the  more  obvious  is  it  that  these  four  affections — metritis , perimetritis , 
salpingitis , and  ovaritis — are  often  correlated  and  consequent  on  each 
other , and  that  all  four  are  frequently  associated  and  concurrent. 
Endometritis  leads  to  catarrhal  salpingitis,  which  in  its  turn  is  the 
precursor  of  hydro-salpinx  or  pyo-salpinx.  The  ovary  is  next 
involved,  and  probably  becomes  adherent,  and  a communication 
takes  place  between  the  parenchyma  of  the  latter  and  the  suppura- 
ting tubal  cavity.  It  is  rare  to  find  isolated  salpingitis  or  ovaritis 
without  some  correlative  inflammatory  condition  of  either  tube, 
ovary,  or  uterus. 

There  is  good  ground  for  Pozzi’s  division  into  oophorosalpingitis , which 
includes  inflammation  of  the  ovaries  and  Fallopian  tubes  ; cystic  oophoro- 
salpingitis, including  hydro-salpinx,  hsemato-salpinx,  and  pyo-salpinx,  as  well 
as  cystic  ovaritis , whether  of  the  serous,  sanguineous,  purulent,  or  lymphatic 
type.  Also  the  term  perimetric  salpingitis  is  made  by  this  author  to  include 
perimetritis  with  phlegmon  of  the  broad  ligaments  cellulitis,  and  pelvic  abscess, 
of  which  I have  already  spoken. 

General  Deductions.  From  all  that  has  been  observed  and 
written  on  this  subject  I repeat  that  the  great  practical  lessons  we 
learn  are  : Firstly , that , as  chronic  uterine  inflammatory  states  are  the 
frequent  forerunners  of  inflammation  of  the  adnexa , it  is  a grave  error 
t°  trifle  with  these , and  go  on  with  expectant  measures  for  an  indefinite 
time  ' in  cases  of  endometritis  in  any  form.  Secondly , that  morbid 

conditions  of  the  Fallopian  tubes  and  ovaries  are  more  frequently 
present  than  absent  in  perimetritis  and  peri-uterine  phlegmon.  Thirdly , 
that  in  serious  disease  oj  the  adnexa  all  experience  teaches  us  that  the 
postponement  of  active  methods  of  treatment -by  waiting  on  nature  and 
trusting  to  such  means  of  cure  as  prolonged  rest , hot  douching , tampons , 
intra-uter ine  medication , or  aspiration — is  only  putting  off  the  time  when , 
under  much  more  unfavourable  circumstances , operation  of  one  kind  or 
the  other  has  to  be  resorted  to. 
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Pathology.* 

Acute  salpingitis,  arising  in  the  tubal  mucous  membiane,  may 
pass  into  a chronic  state,  or,  the  cause  being  of  an  infective  nature, 
such  as  gonorrhoeal  or  puerperal  inflammation,  the  entire  thickness 
of  the  tubal  wall  is  quickly  involved,  including  the  connective  inter- 
muscular tissue,  which  becomes  cedematous.  Possibly  a miliar}- 
abscess  forms  (Boldt),  and  finally  pyo-salpinx,  or  it  may  end  in 
contraction  and  sclerosis.  The  epithelial  lining  may  be  preserved, 
while  the  wall  of  the  tube  is  thus  thickened. 


Endo-salpingitis. 

In  endo-salpingitis  the  main  brunt  of  the  attack  falls  on  the 
mucous  lining.  This  is  a true  catarrhal  state,  and  may  lead  to 
suppuration.  Gradually  in  shape  and  size  the  tube  is  altered,  and 
its  calibre  is  obstructed.  The  secretion  it  contains  may  be  serum, 
mucus,  or  pus.  Such  naked-eye  appearances  are  attended  by  corre- 
sponding changes  in  the  microscopical  features  of  the  tissues.  The 
mucous  folds,  thickened  and  reduplicated,  are  in  parts  united  by 
exudation.  The  epithelial  elements  are  disposed  in  irregular  masses 
around  the  depressions.  In  the  simple  catarrhal  state  the  epithelia 
and  their  nuclei  are  swollen.  The  mucous  lining  is  cedematous,  and 
infiltrated  with  white  blood-cells ; the  vessels  are  dilated  and 
engorged.  The  same  conditions  prevail  in  the  purulent  variety, 
save  that  there  is  a more  active  diapedesis,  and  the  epithelial 
elements  are  separated  by  the  transuding  blood-cells. 


Parenchymatous  Salpingitis. 

In  parenchymatous  salpingitis,  which  may  be  secondary  to  the 
acute  endo-salpingitis,  the  lumen  of  the  tube  is  encroached  on ; the 
wall  becomes  harder.  Its  fimbriated  end  is  changed  in  appear 
■xuce  The  advancing  sclerosis  gives  to  the  mucous  surface  a smooth 
feel  and  look.  The  result  is  a chronic  hypertrophic  condition,  in 
which  pseudo-membranous  lamime  of  tissue  aie  to 
1 avers  are  scattered  between  the  normal  muscular  fibres, 
contract  the  lumen  of  the  canal,  which  is  still  further  narrowed  by 
the  thickened  villi,  clothed  with  elongated  cylindrical  epithelium. 

* i am  indebted  to  Bonnet  and  Petit  (lib.  c it.)  for  much  of  the  pathological 
anatomy  of  the  Fallopian  tubes. 
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Chronic  Atrophic  Salpingitis. 

In  the  final  stage  of  this  sclerotic  change,  we  arrive  at  the  form 
of  connective-tissue  development  that  obliterates  the  muscular  tissue 
and  the  vessels,  and  greatly  reduces  the  lumen  of  the  tube  or  closes 
it  altogether.  This  atresic  state  is  preceded  by  an  atrophy  of  the 
cilia,  and  is  the  last  stage  of  the  chronic  atrophic  degeneration  so 
well  described  by  Bonnet  and  Petit. 

Tait  drew  a distinction  between  the  salpingitis  that  mainly  affects  the 
mucous  lining  (endo-salpingitis)  and  that  which  attacks  the  substance 
(parenchymatous)  of  the  tubes.  The  latter  is  by  far  the  more  common.  As 
a result  we  have  severe  d}7smenorrhcea  before  and  during  a period  ; at  times 
there  is  a history  of  gonorrhoeal  inflammation,  a miscarriage,  or  a zymotic 
fever. 

There  is  frequently  extreme  dyspareunia.  I have  had  several  such  cases, 
one  occurring  in  a patient  in  whom  most  severe  vaginitis  and  metritis  were 
induced  by  the  forcible  introduction  under  chloroform  of  a large  ring  pessary, 
which  unfortunately  was  permitted  to  remain  in  until  it  had  to  be  removed 
under  an  anaesthetic. 

The  sphincter-like  action  of  the  muscular  fibres  surrounding  the 

o 

uterine  opening  of  the  tube  has  to  be  remembered.  Arrest  or 
destruction  of  the  function  of  these  fibres  has  an  important  bearing 
on  the  entrance  of  fluids  into  the  peritoneal  cavity,  and  on  the 
danger  of  intra  uterine  medication.  We  can  readily  understand  how 
the  sphincter  action  is  arrested  in  severe  post-partum  hemorrhage, 
and  destroyed  in  diseased  conditions  of  the  endometrium,  or  from 

the  growth  of  tumours  in  the  adjacent  muscular  structure  of  the 
uterus. 

Gonorrhoeal  Salpingitis. — Gonorrhoea  and  the  presence  of  the 
gonococcus  as  a source  of  salpingitis  is  more  frequent  than  is  generally 
thought.  The  inflammatory  consequences  in  the  adnexa  may  have 
theii  souice  clearly  indicated  by  the  character  of  the  inflammation 
which  has  preceded  them  in  the  urethra,  vulva,  and  vagina.  Such 
symptoms  may  follow  acutely  on  the  inflammation  of  the  external 
genitals  and  vagina,  or  the  affection  may  subside  or  be  apparently 
cured,  and  the  latent  infection  not  manifest  itself  in  the  pelvic 
viscera  until  a period  varying  from  weeks  to  months  has  elapsed. 
In  a great  number  of  cases  we  are  only  led  to  suspect  the 
source  of  the  salpingitis  by  the  character  of  the  discharge  from 
the  uterus,  which  is  generally  virulent  or  profuse,  and  the  frequent 
involvement  of  both  adnexa.  In  other  cases,  however,  the  nature 
of  the  original  affection  and  its  symptoms  have  possibly  been 

2 u 
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forgotten  by  the  patient,  or,  in  the  first  instance,  of  so  mild  a 
character  that  they  have  been  overlooked,  and  we  are  confronted  with 
a pyo-salpinx  and  some  slight  endometritic  suppurative  discharge  in 
which  the  specific  microbe  may  not  be  discovered  even  after 
repeated  cultures,  though  we  have,  on  inquiry,  elicited  from  the 
husband  sufficient  evidence  to  confirm  us  in  our  suspicion  that 
gonorrhoea  is  the  cause  of  the  salpingitis.  The  percentage  of  cases 
of  pyo-salpinx  due  to  gonorrhoea  has  been  variously  estimated,  many 
authorities  placing  it  at  so  high  an  estimate  as  33  per  cent. 

Gonococci  in  the  Tubal  Walls.— Knauer,  Bumm,  and  Wertheim  have  found 
gonococci  deep  in  the  tubal  walls.  They  may  make  their  way  either  from 
the  lumen  of  the  tube  or  from  the  peritoneal  surface.* 

Alexander  Foulerton,  who  has  devoted  special  attention  to  the  bacteriology 
of  gonorrhoea,  in  sixteen  cases  of  pyo-salpinx  found  the  micro-coccus  gonorrhoea 
with  the  staphylococcus  pyogenes  albus  and  the  bacillus  coli  communis  each 
in  two  cases,  and  the  streptococcus  in  one.  The  bacillus  tuberculosis  was 
also  discovered  in  two  cases,  and  in  the  remainder  no  microbe  was  found. 
Collecting  the  statistical  results  in  459  cases  of  salpingitis  examined,  he 
found  that  the  gonococcus  had  been  identified  in  eight}r-flve  cases,  or  about 
19  per  cent.  In  about  60  per  cent,  no  micro-organism  of  any  kind  had 
been  identified  in  the  contents  of  the  tube.  He  accounted  for  the  absence  of 
the  micro-organism  in  so  large  a proportion  of  cases  by  the  fact  that  many 
of  them  did  not  come  under  observation  until  such  a late  time  in  the  duration 
of  the  affection  that  the  causative  bacteria  had  died  out,  starved  for  want  of 
nourishment  or  poisoned  by  their  own  excretory  products. 

Many  cases  of  pyo-salpinx  owe  the  presence  of  certain  bacteria  to 
secondary  infection  from  some  other  cause  than  the  inflammation  in  the  tube, 
as,  for  example,  the  adhesions  formed  between  a tube  already  inflamed  and 
an  adjacent  portion  of  intestine.  The  gonococcus,  taking  only  those  cases 
in  which  the  cause  could  be  proved  by  pathological  research,  was  present  as 
the  causative  parasite  in  considerably  more  than  half  such.  Further,  he 
considered  this  estimate  as  less  than  was  actually  the  case,  if  we  take  the 
light  thrown  on  the  subject  by  clinical  observation.  Urethro-vulvitis  or 
endocervicitis  were  the  earliest  manifestation  of  gonorrhceal  infection.  In 
489  cases  in  which  the  vulvar  discharge  was  examined,  the  gonococcus  was 
found  in  323,  that  is,  in  about  66  per  cent.,  whereas  the  organism  was  only 
found  54  times  in  680  cases  in  which  the  purely  vaginal  discharge  was 

examined,  that  is,  in  about  8 per  cent. 

These  statistics  and  observations  of  Foulerton’s  endorse  the  views  of  the 
majority  of  gynaecologists  as  to  the  potent  influence  of  gonorrhoea  in  causing 
chronic  suppurative  endometritis  and  salpingitis,  but  they  also  bear  on  the 
very  important  clinical  feature  of  the  gonorrhoeal  infection,  namely,  that  it  is 
in  the  uterus  and  Fallopian  tubes,  rather  than  in  the  vagina,  that  the 
specific  inflammation  first  manifests  itself.  This  latter  clinical  fact  had  been 

* Monats.f.  Geb.  und  Gyn.,  Aug.,  1902. 


PLATE  LXI. 


Tp.ue  Tubo-ovarian  Cyst.  (J.  Taylor.) 

opening  of  the  Fallopian  tube.  True  tubo-ovarian  cyst  of  the  left  side 
lemoved  by  posterior  vaginal  cceliotomy  on  January  21  1904  Tl,  f 
was  3,  yea,  of  age.  married,  and  had  had  a 

fluid  of  the'cvst161110'^  ,'|)e  'Vea,'s  Previously  by  the  same  method.  The 
ui  l of  the  cyst  was  slightly  brownish,  and  tinted  as  if  mixed  with  a little 
blood,  a secretion  from  the  tube.  No  adhesion*  r a e 1 ttle 

of  Douglas.  Recovery.  adhesions.  lodoform-gauze-drainage 


[To  face  p.  G58 
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Outer  Surface  of  the  Cyst,  with  the  Incorporated  Fallopian  Tube. 


Tubo-ovarian  Cyst. 


[To  face  p.  (.>59. 


AFFECTIONS  OF  THE  FALLOPIAN  TUBES. 


659 


accounted  for  by  several  authorities  by  the  nature  of  the  vaginal  epithelium, 
which  resists  the  invasion  of  the  gonococcus. 

Syphilis. — John  Taylor  has  noticed  in  cases  that  have  come  under  his 
observation  the  more  or  less  frequent  association  of  syphilis  with  the  gonor- 
rhoea, and,  acting  on  this,  he  has  administered  mercurial  treatment  with  a 
good  result  in  several  instances.  Further,  he  favours  the  free  opening  of  pus 
cavities  without  salpingo-oophorectomy  or  ablation  of  the  pyo-salpinx,  limited 
to  one  side  only  should  the  adnexa  of  the  other  be  healthy.  The  contamina- 
tion of  gonorrhoeal  pyo-salpinx  by  infection  from  the  neighbouring  bowel 
renders  the  case  more  serious.* 


Sufficient  has  been  already  said  of  the  methods  of  dealing  with 
pelvic  suppurations  to  make  it  unnecessary  to  refer  again  to  the 
latter.  The  best  mode  of  reaching  and  extirpating  a pyo-salpinx 
must  always  be  determined  by 
the  local  conditions  found  asso- 
ciated with  it.  There  will  ever 
be  cases  in  which  the  only 
resort  left  to  the  surgeon  is 
hystero-salpingo-obphorectomy, 
generally  best  effected  by  the 
vaginal  route. 

Tubo-ovarian  Cysts. f—  This 
name  is  given  to  a condition  in 
which  the  lumen  of  the  Fal- 
lopian tube  communicates  di- 
rectly with  the  interior  of  an 
ovarian  cyst.  The  fimbriated 
end  of  the  tube  is  often  found 
spread  over  the  inner  wall  of 
the  cyst.  Two  varieties  must 
be  distinguished ; the  first  is 
due  to  inflammatory  changes, 
and  probably  first  appears  in 
most  instances  as  a tubo- 
ovarian  abscess,  the  contents  of 
which  then  become  sterile,  in 
much  the  same  way  as  a hydro- 
salpinx  arises  from  a pyo-salpinx.  It  is  doubtful  whether  a 
tubo-ovarian  cyst  ever  arises  simply  from  the  communication  of  a 
tube  with  an  ovarian  cyst  without  any  process  of  suppuration.  A 


Fig.  452.  — Tubo-ovarian  Cyst  from 
the  Fight  Side.  (Howard  Kelly.) 

The  uterine  tube  crosses  the  c)st  in  the 
form  of  an  co ; at  its  right  extremity 
it  is  kinked  and  adherent  to  a piece 
ot  the  uterine  cornu  which  has  been 
excised  with  the  tumour.  The  tube 
ends  in  the  domelike  prominence  above 
and  to  the  left.  A small,  clear  sub- 
peritoneal  cyst  marks  the  border  line 
between  the  ovarian  cyst  and  the  tube. 
I nat.  size. 


* See  p.  657,  Gonorrhoeal  Pyo-salpinx. 
t See  also  chapters  on  the  Ovaries  and  Tuberculosis. 
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tubo-ovarian  cyst  presents  a characteristic  retort-shaped  mass ; the 
aperture  of  communication  is  generally  wide,  and  is  seen  on  section 
to  be  surrounded  by  the  tubal  fimbria),  The  second  variety  is  of 
congenital  origin,  and  is  not  a true  tubo-ovarian  cyst,  bub  the  con- 
dition  described  by  Bland-Sutton  as  an  ovarian  hydrocele.  In  this 
case  the  tube  communicates,  not  with  the  interior  of  the  ovary,  but 
with  a peritoneal  pouch  which  surrounds  the  ovary  like  the  tunica 
vaginalis  round  the  testis.  If  the  mouth  of  the  peritoneal  recess  in 
which  such  an  ovary  lies  becomes  occluded  by  adhesions,  the  pseudo- 
tubo-ovarian  cyst  results.  The  wall  of  the  cyst  is  not  here  formed  by 
a cystic  ovary,  but  this  gland  is  found  lying  up  against  the  inside  of 
one  portion  of  the  cyst-wall.  It  is  better  to  use  the  term  ovarian 
hydrocele  for  this  condition,  restricting  the  term  tubo-ovarian  cyst 
to  the  variety  of  inflammatory  origin.  It  is  generally  impossible 
to  tell  from  external  appearances  alone  with  which  kind  of  cyst 
we  have  to  deal ; this  can  only  be  determined  on  opening  it.  A 
third  condition  whose  external  appearance  resembles  a tubo-ovarian 
cyst  is  also  found  ; namely,  a large  hydro-salpinx  matted  to  the 
ovary  by  adhesions  here.  Careful  separation  of  the  adhesions  will 
show  that  the  ovary  is  quite  distinct  from  the  tube. 


pIG  453 Tubo-ovarian  Cyst  laid  open;  Fimbrijs  are  seen  on  the  In 

' terior  of  the  Cyst  Wall  forming  the  so-called  ‘Ovarian  Hydro 
cele.’  (Howard  Kelly.) 


Reymond  and  Magill  * made  exhaustive  researches  into  the  macroscopic 
characters  of  salpingo-ovaritis,  the  microscopic  lesions  of  each  tissue,  the 
nature  of  the  salpingitis  produced  by  the  gonococcus,  streptococcus,  and 

various  other  micro-organisms.  t - , 

Ostium  Uteri. — Microscopically,  the  ostium  uteri  was  frequently  found 
impermeable  from  changes  in  the  tubal  walls  producing  stenosis,  also  from 

external  pressure,  and  from  bends. 


* Annals  of  Surgery , Sept,  and  Oct.,  18t)6. 
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The  Pavilion.— The  abdominal  ostium  was  closed  from  changes  occurring 
in  the  peritoneal  covering,  adhesions  between  the  fringes,  ending  finally  in 
obliteration  of  the  latter,  or  the  adherence  of  the  pavilion  to  the  ovary,  its 
fringes  spreading  out  over  it,  so  that  the  ostium  is  turned  away  from  it. 

Reymond  and  Magill  account  for  a tubo-ovarian  cyst  by  the  physiological 
predilection  of  the  pavilion  to  approach  an  ovisac,  and  when  an  ovarian  cystic 
collection  takes  the  place  of  the  latter  it  naturally  is  drawn  towards  it  in  the 
same  manner.  The  time  of  closure  of  the  pavilion  in  its  relation  to  adhesions, 
and  the  extent  to  which  these  have  formed,  will  influence  the  collection  of 
fluid  in  a sacto-salpinx  and  its  relation  to  the  ovarian  tissue. 

In  salpingo-ovaritis,  the  ovarian  cavity  is  frequently  transformed  into  a 
large  cyst,  smaller  ones  being  disseminated  through  the  walls.  Such  cysts 
open  into  the  salpinx.  They  may  contain  serum  or  pus,  and  this  purulent 
formation  may  occur  independently  of  any  contact  with  the  tube.  The 
duration  of  the  ovaritis  will  affect  both  the  nature  of  the  contained  fluid  and 
the  size  of  the  communication  between  the  tube  and  ovary.  A localized 
peritonitis  may  give  rise  to  an  intermediary  cavity  between  the  tube  and  ovary. 

Preiss’  definition  of  a tubo-ovarian  cyst  is  1 a cystic  tumour  of  the  uterine 
adnexa,  in  the  formation  of  the  walls  of  which  both  tube  and  ovary  take  part.’ 
The  most  usual  form  is  the  retort- shaped.  The  w.all  of  the  distended  tube, 
the  fimbrise  being  absent,  are  continued  directly  into  that  of  the  ovarian  cyst- 
But  there  may  be  an  intermediate  cyst  with  persistent  fimbria?,  free  or 
adherent,  inside  the  tubo-ovarian  one.  Signs  of  inflammation  are  generally 
present.  Preiss  does  not  believe  in  the  existence  of  the  congenital  condition 
called  1 ovarial  tube.’  He  contends  that  the  majority  of  tubo-ovarian  cj^sts 
are  the  consequence  of  the  adhesion  of  a salpingeal  sac  with  the  ovarian 
cyst,  and  the  subsequent  disappearance  of  the  fimbriae,  the  septum  separating 
from  pressure.  It  may  also  be  due  to  a haematocele. 

Adhesions. — With  regard  to  adhesions  between  the  neighbouring  viscera 
and  the  adnexa,  Magill  and  Reymond  notice  that  the  omentum  may  be 
transformed  into  a thick  hard  mass  of  dark  red  colour,  and  very  vascular. 
Fatty  degenerations  pass  into  inflammatory,  organized,  and  cicatricial  tissues, 
and  the  blood-vessels  give  rise  to  thrombus  and  interstitial  haemorrhages. 
Adhesions  of  the  adnexa  to  the  intestine  at  the  right  and  left  sides  are 
common,  and  such  adhesions  are  associated  with  the  passage  of  micro- 
organisms from  the  intestine,  which  infect  the  salpinx  secondarily.  Absorp- 
tion of  intervening  tissues  may  give  rise  to  a communication  between  the 
salpingitis  and  the  intestine.  At  the  right  side  such  infection  may  lead  to 
a primary  typhlitis  and  appendicitis.  In  the  same  manner  communications 
may  occur  between  the  bladder  and  the  salpinx. 

Classification  of  Salpingitis. 

Magill  and  Reymond  divide  salpingitis  under  two  heads—  Classical  and 
Pare.  I he  classical  would  include  Orthmann’s  division  into  catarrhal , 
purulent , hcemato-salpinx , hydrosalpinx , and  pyosalpinx.  Cornil  adds 
tubercular  salpingitis,  and  speaks  of  a ‘ vegetating  catarrhal  salpingitis: 

1 ozzi  s classification  has  already  been  given.  Under  the  rare  forms  are 
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included  the  vegetating  salpingitis  of  Cornil,  which  is  of  a parenchymatous 
nature,  papillomatous  salpingitis  (described  by  Doran),  follicular  salpingitis, 
in  which  there  is  an  isolation  of  glandular  cul-de-sacs,  forming  closed  cavities 
at  first  found  in  the  mucous,  and  later  on  in  the  muscular  tissue. 

Nodular  Salpingitis  has  by  different  authorities  been  looked  upon 
as  myoma  of  the  salpinx.  In  such  cases  the  lumen  of  the  tube  is 
contracted,  and  the  myomatous  change  is  found  immediately  outside 
it,  the  ordinary  disposition  of  the  muscular  fibres  being  lost,  while 
cysts  are  disseminated  through  the  muscular  tissue,  or  the  latter  is 
replaced  by  fibrous  tissue.  This  admixture  of  muscular  and  cystic 
degeneration  occurs  in  varying  degrees  of  intensity  in  the  thickened 
walls  of  the  tube.  Such  degeneration  gives  place  in  parts  to  fibrous 
change,  and,  consequently,  we  find  these  various  transformations 
invading  the  mucous  membrane.  Thus  we  see  how  a mixed 
form  of  degeneration  may  thicken  the  walls  of  the  tube  and  con- 
tract its  lumen. 


Dermoid  in  the  Fallopian  Tube. 

Orthmann  * recorded  a case  in  which  a patient  who  had  undergone  curet- 
tage, amputation  of  the  cervix,  and  vaginal  fixation,  suffered  from  irregular 
haemorrhage,  for  which  she  was  curetted  a second  time.  After  this  the  right 
adnexa  were  removed,  as  a sacto -salpinx  at  that  side  was  diagnosed.  The 
tube  was  found  to  contain  hair,  detritus,  and  a tooth-like  body  of  cartilaginous 
consistence.  By  microscopical  examination  germinal  epithelium  was  found. 


Calcification  of  the  Adnexa  in  Pyo-salpinx. 

Ries  of  Chicago  | has  reported  three  cases  of  calcified  pyo- 
salpinx  and  hydro-salpinx.  They  consisted  of  fibrous  matter,  fat, 
cholesterin,  carbonate  and  phosphate  of  lime  and  magnesia.  They 
were  possibly  due  to  retrograde  metamorphosis  in  the  corpora  lutea, 
or  from  cysts  of  these. 

Hsemato-salpinx  not  of  Ectopic  Gestation  Origin. 

Bland-Sutton  showed  at  the  Obstetrical  Society  a case  of  an 
ovary  which  contained  a calcific  mass  projecting  from  the  wall  of 
the  cyst,  and  which  enclosed  an  incapsuled,  lobulated  piece  of  hard 
bone  like  tissue,  similar  to  those  masses  which  are  found  in  old 
uterine  myomata. 

* Centralb.  f.  Gyn .,  Dec.,  1902.  f Zeitschrift.  f.  Geb.  u.  Gyn.,  1899. 
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This  case  was  not  tubercular. 
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Fig.  454.— Hemorrhage  into  Fallopian  Tube  not  due  to  Ectopic- 

Gestation.  (Alban  Doran.) 


Iig.  455. — Haemorrhage  into  Uterine  Cayity  and  Fallopian  Tube  not 
due  to  Ectopic  Gestation.  (Griffiths.) 
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An  interesting  case  of  haemorrhage  from  the  Fallopian  tube 
without  evidence  of  tubal  gestation  is  that  recorded  by  Doran.* 

The  tumour  was  removed  as  a reddish-brown  solid  mass,  into 
which  the  right  Fallopian  tube  appeared  to  run.  It  was  adherent 
posteriorly  to  the  sigmoid  flexure  and  rectum.  The  left  adnexa  were 
healthy.  The  tumour  formed  a pyramidal  mass  with  convex  surfaces. 
The  apex  was  firmly  incorporated  with  the  fimbriae  of  the  tube  above 
the  ostium  ; the  base  measured  2-h  inches.  The  interior  appeared  on 
section  as  solid  coagulum,  old  and  firm  towards  the  base,  soft  and 
recent  at  the  apex,  which  lay  close  to  the  tubal  ostium.  The 
fimbriae  of  the  tube  were  normal,  the  canal  showed  no  sign  of 
dilatation  or  inflammation,  and  the  ostium  was  not  dilated.  The 
mesosalpinx  was  perfectly  free  from  any  abnormal  condition.  The 
ovary  was  large,  two  inches  in  vertical,  and  an  inch  and  a half  in 
transverse  diameter.  On  its  cut  surface  were  several  follicles 
about  an  eighth  of  an  inch  in  diameter,  full  of  half-decolorized  clot, 
but  a corpus  luteum  was  not  found  (Fig.  454).  The  tube  was 
perfectly  healthy,  and  the  disturbance  recent,  while  the  ostium  was 
not  dilated,  neither  was  there  any  sign  of  obstruction  which 
might  have  given  rise  to  a haemato-salpinx.  In  Griffiths’  speci- 
men (Fig.  455),  the  pelvic  organs  were  removed  from  a nullipara 
aged  18,  who  died  from  uncontrollable  epistaxis  and  menor- 
rhagia. A vermiform  clot  hung  out  of  the  ostium.  A blood-clot 
which  was  contained  in  the  uterine  cavity  extended  along  the 
Fallopian  tubes,  projecting  at  the  right  side  beyond  the  fimbriated 
extremity.  In  this  case  the  peritoneum  was  normal,  and  no  blood 
had  escaped  into  its  cavity.  Here  also  there  was  no  evidence  of 
ectopic  gestation. 

Accessory  Ostia  and  Cysts  of  the  Meso-Salpinx. 

The  report  on  the  adnexa  of  which  Fig.  456  is  a drawing  was  furnished 
to  me  by  Mr.  Targett.  From  the  recent  researches  of  Handley  and  others, 
the  cyst  in  this  specimen  was  an  accessory  Fallopian  cyst. 

Right  Uterine  Appendages. — The  Fallopian  tube,  its  ostium  and  fimbriae, 
were  normal.  Attached  to  the  posterior  surface  of  the  meso-salpinx  were 
two  pedunculated  bodies  nearly  half  an  inch  long.  The  extremity  of  one  of 
these  bodies  was  dilated  into  a small  cyst  (5),  so  that  it  resembled  a hydatid  of 
Morgagni.  The  other  body  had  a stouter  pedicle,  became  dilated  towards  its 
free  extremity,  and  terminated  in  a minute  ostium  and  fimbriae  (d).  A bristle 
could  be  inserted  into  the  ostium  for  about  an  eighth  of  an  inch.  The  body 


* Obstet.  Trans.,  vol.  xl.  p.  182. 
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had,  therefore,  the  structure  of  an  accessory  Fallopian  tube.  The  seats  of 
attachment  of  these  pedunculated  bodies  were  very  close  together,  and  cor- 
responded in  position  with  the  horizontal  tubules  of  the  parovarium  ; their 
development  was  probably  associated  with  these  tubules,  and  the  fimbriated 
body  might  be  regarded  as  the  persistent  end  of  the  Mullerian  duct.  The 


Fig.  456.— Ovaries  : Meso-metria  and  Fallopian  Tubes  viewed  from 

behind.  (Author.) 


ovary  showed  much  wrinkling  of  its  surfaces  at  the  upper  pole,  but  the  rest 
of  the  exterior  was  smooth  and  healthy.  On  section,  an  oval  thick-walled 
cyst  was  displayed,  which  measured  an  inch  in  chief  diameter.  It  contained 
a little  blood-stained  fluid,  but  had  ruptured  during  removal,  hence  the  greater 
part  was  lost. 

Left  Uterine  Appendages.— The  Fallopian  tube  and  its  fimbri®  were  healthy; 
there  were  three  distinct  ostia  leading  out  of  the  ampulla  (a,  a,  a).  The 
fimbriae  on  the  edge  of  the  meso-salpinx  were  numerous,  but  appeared  healthy. 
Between  the  layers  of  the  meso-salpinx  there  were  four  small  cysts.  The 
largest  had  an  elongated  outline,  its  long  diameter  measured  nearly  one  inch, 
and  was  placed  almost  at  right  angles  with  the  axis  of  the  Fallopian  tube  (a). 
From  the  surface  of  this  cyst  sprang  a small  pedunculated  cyst  like  a hydatid 
of  Morgagni,  and  this  resembled  the  structure  described  in  the  right  appen- 
dages. . The  remaining  two  cysts  (e)  in  the  meso-salpinx  were  the  size  of  a pea  ; 
they  did  not  seem  to  be  connected  with  the  vertical  tubules  of  the  parovarium’ 
one  being  close  on  the  edge  of  the  meso-salpinx,  and  the  other  crossed  by 
these  tubules,  but  the  abdominal  end  of  the  horizontal  tubules  might  be 


* See  p.  667. 
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traced  up  to  the  elongated  cyst.  Hence  it  could  have  arisen  in  connection 
with  the  extremity  of  the  Wolffian  duct. 

The  naked  appearance  of  the  left  ovary  did  not  differ  materially  from  that 
of  the  right.  Its  surface  was  less  wrinkled,  and  on  section  a similar  cyst  was 
to  be  seen  at  one  end  of  the  organ.  This  had  ruptured  during  removal. 
There  was  another  small  cyst  in  the  substance  of  the  ovary. 

Cysts  of  Morgagni. 

With  regard  to  the  hydatid  or  cyst  of  Morgagni,  Bland-Sutton  says — 

‘ This  term  is  applied  to  a small-stalked  cyst  attached  to  the  fimbriae,  and 
in  some  instances  to  the  tube  itself.  It  is  rarely  larger  than  a pea.  Some- 
times it  is  represented  by  a tuft  of  fimbriae  supported  on  a long  pedicle. 
Occasionally  the  pedicle  of  the  cyst  is  furnished  with  a small  tuft  of  fimbriae. 
The  true  hydatid  must  not  he  confounded  with  stalked  cysts,  so  frequently 
found  associated  with  the  parovarium.’  Ballantyne  and  Williams  have  care- 
fully investigated  the  frequency  with  which  the  true  ‘ hydatid  ’ is  present. 
They  found  stalked  cysts  in  75  per  cent,  of  specimens  examined.  The 
true  Morgagnian  cyst  was  present  in  8 per  cent,  in  adults,  and  in  27  per 
cent,  of  foetuses  and  infants.  The  total  number  of  tubes  examined  was  ninety- 
four  pairs  from  adults,  eleven  pairs  from  foetuses,  and  five  pairs  from  children. 
There  are  structural  differences  between  the  two  forms.  According  to  Bal- 
lantyne and  Williams,  the  true  Morgagnian  cyst  ‘ is  lined  by  a mucosa  with 
simple  folds,  covered  by  a single  layer  of  ciliated  columnar  epithelial  cells  ; 
its  wall  is  always  composed  of  muscular  fibres,  arranged  circularly  and 
longitudinally ; its  outer  membrane  is  the  peritoneum ; its  stalk  is  always 
muscular,  and  its  contents  consist  of  clear  liquid  fluid ; whereas,  the  small 
pedunculated  cysts  of  the  parovarium  have  fibrous  stalks  and  walls ; the 
inner  walls  of  such  cysts  are  lined  by  cubical  epithelium.’  4 With  regard  to 
the  pedunculated  accessory  fimbrix,'  the  same  authors  say,  'they  are  probably 
derived  from  Kobelt’s  tubes.  When  describing  the  parovarium,  attention 
was  drawn  to  the  pedunculated  cysts  so  frequently  found  at  its  outer  end, 
known  as  Kobelt’s  tubes.  Some  of  these  small  cysts  rupture,  and,  instead  of 
a stalked  cyst,  we  find  a pedunculated  tuft  of  fimbrise.’  The  cysts  sometimes 
appear  as  if  growing  from  the  wall  of  the  tube ; they  have  little  doubt  that 
the  stalked  tufts  of  accessory  fimbrise  originate  in  similarly  displaced  Kobelt’s 
tubes.* 

A distension  of  the  Fallopian  tube  with  serum,  or  a simple  hydro- 
salpinx, must  be  kept  distinct  from  those  thickened  conditions  in 
which  temporary  collections  of  fluid  occur  in  the  sacculated  tube,  or 
when  an  ovarian  cyst  communicates  with  the  tube  of  a tubo-ovarian 
cyst.  The  latter  condition  reaches  far  greater  dimensions  than  does 
a hydro-salpinx,  and  hence  the  confusion  which  has  arisen  as  regards 
the  occasional  size  to  wThich  a hydro-salpinx  may  extend.  The 
probability  is  that,  in  the  majority  of  cases,  a hydro-salpinx  is  the 

* See  also  paper  by  C.  Handley,  Jour.  Obstet.  and  Gyn Nov.,  1903. 
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Posterior  Surface. 

See  Plate  XCIY.  for  large  left  ovarian  hsemato  cyst  removed  at  the  same  time. 
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Anterior  Surface. 


Left  hydrosalpinx,  with  large  cystic  ovary  and  cysts  of  the  meso-salpinx.  L he 
tube  and  ovary  forming  a mass  with  the  meso-salpinx. 

The  uterine  appendages  of  the  right  side.  The  ostium  («)  is  closed,  and  the 
tube  is  in  an  early  stage  of  hydro-salpinx,  its  ostial  end  only  being  distended 
by  fluid  to  the  size  of  a pigeon’s  egg,  while  its  uterine  portion  is  simply 
thickened.  The  fluid  contains  a considerable  amount  of  granular  debris, 
which  appears  to  consist  chiefly  of  degenerate  epithelium.  A ithin  the 
distended  portion  of  the  tube  numerous  plicm  can  be  seen.  Above  it  is 
attached  a tiny  cyst — probably  a hydro-salpinx  of  an  accessory  tube,  while 
below  it,  attached  to  the  broad  ligament  in  the  region  of  the  parovarium, 
are  three  minute  thin-walled  cysts.  Numerous  adhesions  are  present, 
especially  between  the  ovary  and  the  hydro-salpinx.  [To  face  p.  obi. 
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sequel  of  a salpingitis  which  is  arrested  in  the  serous  stage  of  the  in- 
flammation, and  does  not  pass  beyond  it  into  a pyo-salpinx.  The 
average  size  of  a hydro-salpinx  is  about  that  of  a medium-sized  egg 


Fig.  457. — Hydro-salpinx  Simplex  with  Right  Cystic  Ovary  attached. 

(Author.) 

A large  multilocular  cystoma  of  the  left  ovary  was  removed  from  this  case. 
The  tube-wall  was  extremely  thin  and  almost  transparent.  The  contained 
fluid  was  quite  clear  and  limpid. 

or  pear.  It  is  ovoid  in  shape,  and  smootli ; its  walls  are  thin  and 
almost  transparent  in  parts.  The  fluid  is  clear  or  pale  yellow  in 
colour. 

Hydro-salpinx  and  hydrometra  have  been  found  to  follow  ligature  of  the 
tubes  and  uterine  cornua,  tube  secretion  passing  from  the  tube  into  the  uterus, 
but  not  into  the  reverse  direction  save  under  some  abnormal  condition. 

Floriep  has  divided  hydro-salpinx  into  two  varieties,  according  as  the 
internal  orifice  of  the  tube  is  closed  or  open.  Tait  attributes  the  cystic 
tendency  in  the  Fallopian  tubes  in  many  cases  to  an  arrest  of  development  of 
the  oviduct,  which  is  in  part  obliterated. 


Nature  of  Hydro-salpinx. 

Clement  White,*  from  a careful  clinical  and  pathological  examination  of 
twenty  specimens  of  liydro-salpinx,  discusses  the  ‘retention  cyst1  view  of  its 
causation,  either  from  closure  of  the  ostial  end  and  catarrhal  or  peritoneal 
inflammation,  or  a secondary  adenomatous  state  due  to  renal  disease.  He 


* Jour.  Obstet.  and  Gyn.  Brit.  Emp.,  Feb.,  1904. 
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Fig.  458. — Specimens  of  Accessory  Hydro-salpinx.  (C.  Handley.) 

Photographs  of  three  of  the  specimens  referred  to  in  the  text,  by  Air.  H.  George,  with  key  diagrams 
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comes  to  the  conclusion  that  congenital  closure  of  the  ostia  is  an  important 
factor  in  its  formation. 

Kelly  divides,  for  clinical  purposes,  hydro-salpinx  into  hydrosalpinx 
simplex , hydrops  tubx  profluens , hydrosalpnnx  follicularis,  and  tuho-ovarian 
cyst.  In  hydro-salpinx  simplex  the  tube,  transparent  and  thin-walled,  may 
hold  fluid  in  varying  quantities  to  the  extent  of  a litre.  It  then  somewhat 
resembles  a parovarian  cyst.  Adhesions  attach  the  ampulla  to  the  ovary  or 
the  pelvic  wall.  The  muscular  wall  is  generally  thinned  out.  The  mucous 
folds  are  branched,  separated  from  each  other,  and  there  are  finger-like  pro- 
jections. The  cilia  may  or  may  not  be  retained.  Kelly  found  a calculus  in 
one  case  projecting  into  the  lumen  of  the  tube.  In  hydrops  tubae  there  is  an 
outflow  from  the  tube  into  the  uterus  and  vagina,  which  escapes  at  the  vulva. 
The  quantity  of  discharge  varies— sometimes  it  is  considerable  in  quantity, 
accumulates  in  the  vagina  at  night,  and  is  spontaneously  ejected  on  rising. 
In  follicular  hydro-salpinx  a section  of  the  tube  shows  the  central  lumen 
surrounded  by  several  small  or  irregularly  shaped  cavities,  separated  by  dis- 
sepiments. The  larger  cavities  are  lined  by  cuboidal  epithelium,  the  smaller 
one  by  cylindrical  cells. 


Accessory  Fallopian  Tubes  and  their  Relation  to  Broad 

Ligament  Cysts. 

Sampson  Handley,*  referring  to  Kossman’s  f view  that  broad 
ligament  cysts  are  neither  parovarian  cysts  nor  cystic  dilatation  of 
the  "W  olffian  diverticula  or  ducts,  but  are  derived  from  accessory 
Mullerian  ducts — sactoparasalpinx  serosa — says  that  this  statement 
is  hardly  supported  by  adequate  evidence,  and  arrives  at  the  con- 
clusion that  cysts  above  the  tube  which  have  a distinct  cyst  wall 
are  derived  from  the  distension  of  accessory  Fallopian  tubes.  Doran 
has  shown  cysts,  pedunculated  and  other,  quite  free  from  the  par- 
ovarian, developed  above  the  tube,  and  he  anticipated  Kossman  in 
his  view  that  these  possibly  had  a Mullerian  origin.  Handley  found, 
in  the  museum  of  the  lioyal  College  of  Surgeons,  such  a broad 
ligament  cyst  communicating  with  the  Fallopian  tube.J 

Anatomy  of  Hydro-salpinx.— Handley,  noting  the  gradual  thin- 
ning of  the  wall  of  the  hydro-salpinx  from  its  uterine  to  its  ostial 
end,  shows  that  this  attenuation  is  attended  by  corresponding  and 
hyaline  degeneration.  This  latter  proceeds  from  the  almost  normal 
Fallopian  structures  at  the  uterine  end,  with  associated  changes  in 
the  plica  and  epithelium. 


* Jour.  Obstet.  and  Gyn.,  Nov.,  1903. 

t Allemange  Gynxcologie , Berlin,  1903,  Yerlag  v.  August  Hirschwald,  p.  351. 
t For  the  embryological  relation  of  the  hydatid  of  Morgagni  to  the  Mullerian 
duct  and  the  ovarian  fimbria,  see  Handley’s  paper  above  quoted. 


670 


DISEASES  OF  WOMEN. 


The  epithelial  changes  consist  in  the  absence  of  columnar  epithe- 
lium, and  the  presence  of  cubical  and  non-ciliated,  until  it  is  quite  lost 
in  the  spaces  between  the  plicae,  the  muscular  structure  gradually 
disappearing,  and  the  plicae  and  the  wall  of  the  hydro-salpinx 
becoming  merely  hyaline  fibrous  tissue.  The  plicae  are  the  most 
persistent  of  the  normal  elements  of  the  tube. 

From  the  careful  examination  with  Shattock  of  four  specimens  in 
the  Royal  College  of  Surgeons,  two  of  Lawson  Tait’s,  and  one  of 
Alban  Doran’s,  Handley  comes  to  the  conclusion,  from  the  presence 
of  plicae  in  the  cysts,  the  continuity  of  the  cyst  wall  and  the  tube,  the 
presence  of  an  imperfect  accessory  tube,  and  the  discovery  of  columnar 
epithelium  in  the  cysts,  that  these  cysts  are  accessory  hydro-salpinxs. 
He  says  that  4 until  the  contrary  is  proved,  it  is  a fair  inference 
that  all  enucleable  cysts  of  the  broad  ligament,  developed  above 
the  tube,  arise  from  the  distension  of  accessory  tubes,  parasitic  cysts 
of  course  excepted.’ 

Hamilton  Bell  made  a minute  examination  of  a cyst  removed  by 
Cullingworth,  and  found  that  the  pathological  features  described  by 
Handley  were  present,  supporting  the  view  of  the  latter  that  it  was 
an  accessory  Fallopian  cyst. 

I recently  operated  upon  a patient  for  retroflexion  of  the  uterus 
by  ventro -suspension.  She  had  had  considerable  pain  in  the  left 
side  for  some  time  previous  to  the  operation,  in  consequence  of 
which  she  was  unable  to  pursue  her  calling  as  governess.  In 
removal  of  the  adnexa,  a cyst  attached  to  the  broad  ligament 
ruptured.  Seeing  the  accessory  cysts  in  the  free  edge  of  the  broad 
ligament,  I requested  Dr.  Handley  to  furnish  me  with  a report  of 
the  specimen. 

4 The  specimen  (Fig.  459)  consists  of  the  left  uterine  appendages,  removed 
by  oophorectomy.*  No  inflammatory  adhesions  are  present.  The  Fallopian 
tube  is  normal,  except  that  it  lacks  the  hydatid  of  Morgagni,  and  that  the 
ovarian  fimbria  is  absent. 

‘ In  the  free  edge  of  the  broad  ligament,  between  the  ostium  and  the  outer 
pole  of  the  ovary,  are  two  small  cysts,  lying  between  the  peritoneal  layers 
of  the  broad  ligament,  along  the  normal  line  of  the  ovarian  fimbria.  The 
upper  one,  nearly  spherical,  is  10  mm.  in  diameter ; the  lower  one,  which 
is  oval,  with  its  long  axis  parallel  with  the  edge  of  the  broad  ligament,  is 
12  mm.  long.  The  cysts  contain  clear  watery  fluid. 

4 A microscopical  examination  of  the  edge  of  the  broad  ligament  between 

* Since  this  has  been  written  I have  met  with  two  other  well-marked  instances 
of  accessory  tubes — cysts  lined  with  ciliated  columnar  epithelium,  the  wall  of 
the  cyst  in  one  instance  being  muscular. 
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the  cysts  shows  that  it  is  covered  only  by  peritoneal  endothelium,  without 
a trace  of  the  ovarian  fimbria. 

‘ The  lower  cyst  has  a thin  wall  of  laminated  fibrous  tissue,  lined  within  by 
cubical  epithelium.  It  was  not  examined  in  its  whole  circumference. 

4 The  upper  cyst  was  embedded  without  opening  it.  Its  thin  wall  consists 


Fig.  4o9. — Left 


Uterine  Appendages  with  the  Cysts  in  the  Free  Edge 
of  the  Broad  Ligament.*  (Author.) 


of  laminated  fibrous  tissue,  which  may  or  may  not  be  degenerate  muscle. 
It  does  not  give  the  van  Gieson  staining  reaction  for  muscular  tissue.  The 
cyst  is  lined  by  a single  layer  of  columnar  epithelium,  which  here  and  there 
is  ciliated.  At  one  point  within  the  cyst  are  seen  two  vascular  finger- like 


I ig.  460.— Section  of  Wall  of  Upper  Cyst  showing  the  Plicje.  (C.  Handley.) 

There  is  a large  vessel  at  the  base  of  each. 


projections,  with  a fibrous  core  covered  by  columnar  epithelium  (Fig.  460). 
In  an  adjoining  section  these  projections  are  seen  to  have  fused  by  their 
tips,  arching  over  a little  cavity  which  is  completely  lined  by  columnar 
epithelium.  (Fig.  461.) 

‘The  structures  just  described  are  identical  with  the  plicee  and  sub-plical 

* Cysts  of  Mullerian  origin  replacing  the  ovarian  fimbria  at  the  outer  edye  of 
the  mesosalpinx. 
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spaces  which  I have  described  as  present  in  cysts  of  the  broad  ligament 
situated  above  the  tube  ; * and  familiar  in  ordinary  hydrosalpinx. 

4 The  two  cysts  present  in  this  specimen  are  therefore  derived  either  from 
the  Fallopian  tube,  or  from  diverticula  connected  with  it  (accessory  tubes). 

4 In  the  paper  referred  to,  reasons  are  given  for  believing  that  the  upper  end 
of  the  Mullerian  duct  lies  at  the  ovarian  end  of  the  ovarian  fimbria,  and  that 
the  latter  structure  is  simply  an  opened-out  portion  of  the  Mullerian  duct. 

4 The  absence  of  the  ovarian  fimbria  in  this  specimen,  andjts  replacement 


Fig.  461. — The  Plic^:  fused  at  the  Tips  leaving  Cavity  lined  by 
Columnar  Epithelium  forming  a Subplical  Space. 

by  two  cysts  whose  walls  have  certain  characters  of  a distended  Fallopian 
tube,  lends  support  to  the  theory.  Owing  to  an  abnormality  of  development, 
the  uppermost  portion  of  the  Mullerian  duct,  instead  of  dehiscing  to  form 
the  ovarian  fimbria,  has  in  part  become  atresic  and  disappeared.  The  two 
cysts  represent  persistent  portions  of  it. 

4 The  specimen  is  important  as  proving  that  certain  cysts  of  the  outer  edge 
of  the  broad  ligament  are  of  Mullerian  origin.’ 

Another  specimen,  a drawing  of  which  is  shown  (Fig.  462),  was 
examined  for  me  by  Dr.  Handley,  and  he  reported  on  it  as  follows  : — 

4 The  specimen  consists  of  the  right  uterine  appendages,  removed  by  oopho- 
rectomy. Only  the  outer  portion  of  the  Fallopian  tube,  4 mm.  in  length,  is 
present.  The  ostium  is  very  small,  though  patent. 

4 The  ovarian  fimbria  is  absent,  and  its  place  is  taken  by  a cyst  15  mm.  in 
diameter  lying  in  the  free  edge  of  the  broad  ligament.  Attached  to  the 
external  convexity  of  this  cyst  from  above  downwards  are  three  appendages — 
(a),  a stalked  cyst  10  mm.  in  diameter ; (5),  a tiny  tuft  of  fimbne  3 mm.  long  ; 
(c),  a small  stalked  cyst  5 mm.  in  diameter. 

4 Two  sharp  folds  of  peritoneum,  separated  by  a sulcus,  run  from  the  ostium 
to  the  base  of  attachment  of  the  large  cyst,  on  its  anterior  and  posterior 
aspects  respectively.  Hanging  from  the  anterior  fold  is  a cyst  about  4 mm. 

* 4 On  the  Origin  from  Accessory  Fallopian  Tubes  of  Cysts  of  the  Broad 
Ligament  situated  above  the  Fallopian  Tube,’  Jour.  Obstct.  and  Gyn.  of  Brit. 
Emp .,  Nov.,  1903. 
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in  diameter,  and  from  the  posterior  one  a bluntly  cylindrical  appendage  5 mm. 

long  by  4 mm.  broad,  which  appears  to  have  the  characters  of  an  accessory 
Fallopian  tube. 

In  this  specimen  the  ovarian 
fimbria,  which,  as  I have  else- 
where shown,  represents  the 
opened  out  uppermost  part  of  the 
Mullerian  duct,  is  replaced  by 
the  large  cyst  in  the  free  border 
of  the  broad  ligament.  This  cyst 
should  therefore  show  the  pe- 
culiarities of  hydro-salpinx,  and 
indeed  perfectly  characteristic 
plicae  can  be  seen  within  it  by 
the  naked  eye  when  the  speci- 
men is  held  up  to  the  light. 

It  seems  probable,  from  the 
situation  of  the  smaller  cysts 
and  appendages  in  or  near  the 
outer  edge  of  the  broad  liga- 
ment, that  the  parovarian  took 
no  share  in  their  formation,  and 
that  they  represent  in  abnormal  FlG'  4G2-  — Cystic  and  sclerosed  Ovary 
number  the  pronephric  funnels  * WITH  ^CCESS0RY  Tube- Cysts  and  Hydro- 
from  which  the  uppermost  part  SAU’INX'  (Acthoe^ 

of  the  Mullerian  duct,  certainly  in  the  chick  and  probably  in  man,  takes  its 
origin.” 


Hsemato-salpinx. 

As  in  the  instance  of  the  serous  cystic  distension,  so  hemato- 
salpinx is  to  be  regarded  as  a true  cystic  distension  of  the  Fallopian 
tube  with  blood.  It  is  not  a mere  transitory  effusion  which  escapes 
or  is  absorbed,  and  it  should,  strictly  speaking,  be  kept  quite  distinct 
from  the  blood  which  escapes  in  a ruptured  tubal  pregnancy,  though 
some  authors  still  apply  this  term  to  the  latter.  Nor  is  the  possible 
detention  of  blood  in  the  tube  (the  consequence  of  a congenital 

atresia  of  the  vagina  or  uterus)  to  be  confounded  with  true  hemato- 
salpinx. 

Tubal  Apoplexy  and  Hsemato-cystic  Haemorrhage. — Pozzi  divides 
hsemato-salpinx  into  two  principal  forms,  according  to  their  etiology 
The  first  he  attributes  to  an  apoplexy  of  the  tube,  following  upon 
catarrhal  congestion,  or  on  menstrual  suppression  and  irregularities 
xhese  are  those  more  temporary  swellings  which  occur  in  previously 

* Quain’s  ‘Anatomy,’  vol.  i.,  part  i.,  p.  122. 
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thickened  and  altered  tubes.  They  are  generally  reabsorbed  after 
a short  time,  leaving  the  tube  in  its  original  changed  condition. 
The  sanguineous  effusion  may  occur  from  the  mucous  lining  of  the 
tube.  This  was  many  times  insisted  on  by  Tait.  Thus,  the  tube, 
when  fixed  in  the  pedicle  in  the  abdominal  wall  after  ovariotomy, 
has  been  seen  to  bleed  during  the  time  of  a menstrual  period. 


Twisted  pedicle 


Fio.  463. Left  Ovarian  Cyst  with  Twisted  Pedicle — including  the 

Tubo-Ovarian  and  Pound  Ligaments.  (Howard  Kelly.) 

Pressure  from  uterine  myomata  or  intra-ligamentary  tumours  may 
also  cause  bleeding  into  the  tubal  cavity,  and  this  may  assume  the 
cystic  form.  Haemato-cystic  haemorrhage  is  characterized  by  the 
presence  of  a sac.  This  sac  Pozzi  looks  on  as  a tubal  pregnancy 
arrested  in  its  development,  and  followed  by  the  death  of  the  embryo, 
which  is  reabsorbed  ; or  it  may  be  that  there  has  been  a pyo-salpmx 
which  has  obliterated  the  outer  orifice  of  the  tube,  and  in  this 
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pathological  cavity,  incapable  of  reabsorption,  the  blood  is  effused. 
At  times,  he  says,  this  transition  may  be  direct  from  a pyo-salpinx 
to  a hgemato-salpinx,  or  there  may  be  an  intermediate  stage  in  which, 
after  hydro-salpinx,  the  sanguineous  effusion  occurs.  The  sac  may 
vary  in  thickness  in  different  parts,  and  the  fluid  differs  in  con- 
sistence, dependent  upon  the  cause  of  the  effusion.  The  mucous 
lining  is  generally  thickened,  and  its  surface  in  parts  is  crowded 
with  engorged  capillaries,  the  fusiform  cells  covering  which  are 
devoid  of  epithelium. 


Twisted  Fallopian  Tube  and  Infarcted  Hydatid. 


An  interesting  case  * of  haemorrhagic  infarction  of  the  Fallopian  tube  due 
to  (1)  a cystic  formation  in  the  tube,  (2)  distortion  from  adhesions  and 
rotation  of  the  pedicle  of  the  cyst,  is  recorded  by  W.  W.  Russell.  Coeliotomy 
was  performed  by  Howard  Kelly,  after  a succession  of  attacks  of  abdominal 
pain  and  vomiting.  At  both  sides  the  ovaries  were  adherent  to  the  pelvic 


Fig.  464.— Infarcted  Hydatid  to  Right,  with  Constricted  Pedicle  at  its 
Left  Extremity.  Infarcted  Fallopian  Tube  above  to  Left;  Ovary, 
with  Normal  Uterine  End  of  Tube  overlying  it,  to  Left  below  this. 

I be  drawing  three-fourths  natural  size.  (Howard  Ivellyr) 


wall.  The  right  Fallopian  tube  was  turned  upon  itself,  so  that  the  ampulla 
lested  against  the  posterior  side  of  the  isthmus  and  meso-salpinx,  the  tube 
being  patent  except  at  the  fimbriated  extremity.  A process  of  necrosis  had 
set  in,  rendering  the  tissue  soft,  friable,  and  of  a dark-red  colour.  A pedun- 
culated mass,  two  centimetres  in  length  and  five  millimetres  in  diameter, 
spiang  fiom  the  binied  fimbriated  end  of  the  tube,  its  pedicle  being  twisted 


Amer.  Jour,  of  Obstet .,  vol.  xxx.,  1894. 
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from  left  to  right.  The  mass  measured  6 x 6 x 4J  centimetres,  and  its  sur- 
face was  of  a smooth  and  brownish-red  colour.  It  contained  clear  serous 
fluid,  its  walls  being  two  millimetres  in  thickness.  The  microscopical 
examination  proved  that  there  had  been  haemorrhage  into  the  tissues. 


Pyo-salpinx — Causation.  — The  purulent  collection  may  follow 
catarrhal  salpingitis,  and  is  generally  found  at  the  outer  end  of 
the  tube.  The  character  of  the  fluid  varies  considerably.  It  is 
generally  crowded  with  epithelial  cells.  The  more  frequent  causes 
of  purulent  inflammation  of  the  tube  are  septic  conditions  started 
by  uterine  operations,  the  use  of  the  sound,  gonorrhoea,  and  those 
other  septic  states  which  follow  on  abortion  and  miscarriage. 
Attempts  at  criminal  abortion  by  rude  hands  frequently  cause  these 
suppurating  affections  of  the  tubes  and  ovaries. 

Pathological  Changes.— The  outer  extremity  of  the  tube  may 
be  closely  adherent  to  an  ovary,  and  this  is  the  more  usual  condition. 

Adhesions  may 
attach  the  tube 
and  ovary  to  the 
peritoneum  in 
Douglas’  pouch,  or 
to  the  rectum  or 
uterus.  The  ap- 
pendages on  both 
sides  are  generally 
involved,  especi- 
ally in  gonorrhoeal 
salpingitis.  This 
is  an  important 
clinical  fact  to  re- 
member in  the 

treatment  of  pyo- 
Fig.  465.— Section  op  Fallopian  Tube  * removed  s a \ p { n x The 

for  Pyo-salpinx.  , . , „ 

thickness  or  the 


suppurating  cyst-wall  varies.  Such  a suppurating  cavity,  contracting 


* This  section  was  made  and  stained  by  Ludwig  Pick,  in  my  presence,  within 
12  minutes  of  its  removal  by  Professor  Landau.  He  uses  Jung  s Hobel 
microtome  (Leitz,  Dorotheen  Strasse,  Berlin).  Sections  having  beeu  made  are 
transferred  to  4 per  cent,  formalin  solution  for  3 to  4 minutes.  Next  they  are 
transferred  to  4 per  cent,  of  carmine  and  5 per  cent,  of  alum.  They  are  then 
placed  in  water  for  a few  seconds,  and  then  in  alcohol,  80  per  cent.,  for  10 
seconds;  after  this  in  absolute  alcohol  for  a few  seconds,  and  hnalh  m 
carbolised  xylol  (one  xylol  to  three  of  carbolic  acid). 


PLATE  LX VI. 


Double  Pyo-, salpinx. 

Sal  pingo-ofJphoro-supra- vaginal  hysterectomy — showing  the  pus  tubes  and  large  ovarian  sacs — the  left 
was  ruptured  in  removal,  the  right  was  removed  without  rupture.  The  uterus  and  ovaries  were 
embedded  in  a dense  and  hard  iniiltration  tilling  the  pelvis.  The  patient  made  an  excellent  and 
permanent  recovery.  [To  face  p.  G7G. 


PLATE  LXVII. 


Double  Pyo-salpinx,  each  large  Pus  Sac  communicating  with  the  Uterine  Cavity.  (T.  G elston  Atkins.) 

Removed  by  abdominal  pan-liysterectomy.  [To  face  p.  (>77. 
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adhesions  with  the  rectum  or  bladder,  may  burst  into  either.  The 
pus  is  generally  thick  and  creamy,  and  foetid  if  the  cavity  be 
close  to  the  rectum.  The  contiguity  of  the  sac  to  the  ovary  leads 
generally  to  the  involvement  of  the  latter,  which  in  its  turn  becomes 
purulent,  though  the  suppurating  process  may  have  begun  in  the 
ovary.  This  involvement  of  the  broad  ligament  and  ovary  is  more 
likely  to  occur  by  a spreading  of  the  suppurative  process  if  there  be 
a pre-existing  cystic  condition  of  either  of  these.  The  wall  of  the 
pyogenic  cavity  is  greatly  thickened,  and  has  in  an  exaggerated 
form  all  the  pathological  characteristics  of  catarrhal  salpingitis  of 
the  chronic  type  (infiltration  of  embryonic  and  fusiform  cells),  while 
near  the  surface  of  the  mucous  lining  the  cell-growth  is  so  abundant 
as  to  have  the  appearance  of  granulation  tissue. 

The  patient  from  whom  I removed  the  adnexa  shown  in  Plate  LX VI.  was 
suffering  from  an  over-distended  bladder  and  partial  incontinence.  At  her 
first  visit  five  pints  of  urine  were  drawn  off.  At  that  examination,  and  subse- 
quently during  anaesthesia,  a hard  mass  was  found  filling  the  pelvic  brim  and 
pushing  the  uterus  upwards  out  of  the  pelvis.  The  retention  had  been  brought 
about  by  unavoidable  over-distension  of  the  bladder  some  three  weeks 
previously  to  my  seeing  her.  She  had  never  at  any  time  before  complained 
of  pelvic  symptoms , nor  had  she  suffered  pain.  There  had  been  frequent 
recurrent  malarial  attacks,  first  contracted  in  the  tropics.  During  the  first 
week  she  was  under  observation  she  passed  daily  from  six  to  seven  pints  of 
limpid  urine,  sp.  gr.  1010,  and  there  was  a slight  deposit  composed  entirely 
of  pus.  There  were  some  hyaline  casts  present ; obphoro-salpingo-hysterec- 
tomy  was  performed.  The  sound  passed  into  the  bladder  before  operation 
reached  to  within  two  inches  of  the  umbilicus.  The  operation  was  extremely 
difficult,  owing  to  the  mass  of  adhesions  at  either  side  and  the  size  of  the  pus 
sacs,  the  right  one  being  larger  than  a cricket-ball,  and  the  left  than  a goose’s 
eSS*  ’l he  tubes  also  were  enormously  thickened.  There  was  an  enlarged 
light  kidney.  The  iliac  vessels  were  bared  by  the  stripping  off  of  the  capsule 
foi  some  distance  at  the  left  side.  The  uterus  was  removed  with  the  adnexa 
by  the  supra- vaginal  operation,  Drainage  was  made  through  the  abdominal 
wound  fiom  the  pouch  of  Douglas.  An  opening  was  subsequently  made  into 
the  pouch  of  Douglas,  and  pus  evacuated.  As  the  temperature  still  remained 
high  an  abdominal  exploration  was  made  a month  later — nothing  was 
discovered.  This  patient,  seven  years  after  operation,  was  in  perfect  health. 

Mary  Dixon- Jones,  in  speaking  of  the  complete  anatomical  and  physiological 
destruction  of  the  tubal  walls,  mucosal  and  muscular,*  says  : ‘ If  we  can 
imagine  such  inflamed  and  suppurating  tubes  “ cured,”  it  can  only  be  that  the 
diseased  structure  is  replaced  by  fibrous  connective  tissue  ; and  fibrous  con- 
nective tissue  cannot  perform  the  functions  of  muscle  fibres.  Besides,  this 
newly  formed  fibrous  tissue  frequently  seems  to  have  a tendency  to  take  on 
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new  inflammation,  or  break  down  into  an  inflammatory  corpuscle,  followed 
by  suppuration. 

‘ In  a bad  case  of  pyo-interstitial  salpingitis,  the  Fallopian  tubes  can  never 
after  be  made  to  perform  tlieir  normal  functions;  they  aie  only  a source 
disease  and  infection  for  the  whole  system.’ 

Symptomatology. — Pyo-salpinx  occasionally  does  not  manifest 
itself  by  the  presence  of  any  marked  pvogenetic  symptoms.  On  the 
other  hand,  pain  may  be  intense,  there  may  be  great  bladder  distress, 
pain  in  urination,  and  all  the  attendant  symptoms  of  perimetritis, 
such  as  rigors,  hyperpyrexia,  and  intense  abdominal  tenderness  with 

tympanites. 

In  the  case  of  gonorrhoea,  there  may  be  associated  local  signs, 
in  the  vulva,  urethra,  and  vagina,  of  the  gonorrhoeal  infection. 
Difficult  and  painful  defecation  may  be  the  consequence  of  an 
accumulation  in  the  pouch  of  Douglas,  which  presses  on  the 
rectum,  and  involves  the  peritoneal  reflexion.  The  fear  of  pain 
will  then  deter  the  woman  from  permitting  the  movement  of  the 
bowel.  Reviewing  all  the  symptoms  of  the  gonorrhoeal  attack, 
we  are  assisted  in  arriving  at  a conclusion  as  to  the  cause  by  the 
mode  of  onset  of  the  inflammation,  the  more  localized  character 
of  the  pain,  the  history  and  proofs  of  a recent  gonorrhoea,  the 
presence  of  the  gonococcus  in  the  secretions,  and  the  absence  of 
those  signs  which  are  generally  characteristic  of  septiciemic  peri- 
tonitis. Taken  altogether,  the  attack  of  sepsis  is  more  acute, 
virulent,  and  painful,  and  the  constitutional  symptoms  are  far  more 
pronounced." 

Pus  may  collect  in  one  or  both  of  the  Fallopian  tubes,  and  ie 
encapsuled  in  them,  or  it  may  be  found  in  an  abscess  cavity  common 
to  both  the  tube  and  ovary.  It  may  also  collect  around  the  vermi- 
form appendix,  and  find  its  way  into  the  adjacent  tubes, 
purulent  collections  are  found  either  the  gonococci,  the  streptococci, 
or  the  staphylococcus— the  latter  being  comparatively  rare ; and  sti 
more  rarely  are  the  mixed  infections  due  to  the  presence  of  different 
micro-organisms.  The  contiguity  of  the  left  tube  to  the  rectum  is 
not  to  be  forgotten,  and  the  possibility  of  infective  bacteria  trave  mg 
from  the  latter  to  the  former ; this  more  especially  if  there  be 
adhesions  between  the  rectum  and  the  adnexa,  or  an  abscess  between 

the  tube  and  rectum. 

The  important  practical  bearing  of  our  knowledge  o u causa 
tion  and  course  of  a pyo-salpinx  is  to  enforce  these  essons  . (<t) 

* See  p.  057,  Gonorrhoeal  Salpingitis. 


PLATE  LX VIII. 


Carcinoma  of  the  Fallopian  Tube. 

a,  a,  solid  portion  of  tumour  ; b,  tube;  c,  capsular  portion. 

This  specimen  I found  recently  in  my  private  collection  and  cannot  trace  the 

clinical  particulars  of  the  case. 

I he  tumour  is  oval  in  shape,  and  measures  10  inches  in  its  greatest  and  8 
inches  m its  shortest,  circumference.  It  has  a lobulated  surface ; some  of 
the  lobes  are  smooth,  the  growth  being  enclosed  in  a tightly  stretched 
fibrous-looking  shiny  capsule.  Other  lobes  are  rough  and  papilliform 
consisting  of  growth  which  has  burst  through  the  containing  capsule.  The 
smooth  thin  capsule  has  been  peeled  off  the  greater  part  of  one  portion  of 
the,  growth,  revealing  a rough  surface  studded  with  nodules  the  size  of  a 
pm  s head.  A further  portion  of  the  tumour  has  been  cut  through  its 

?oft  f?i  m er:i  h?  surface  has  a pale  yellow  colour,  and  consists  of 
so  t friable  granular-looting  material.  At  one  point  there  was  a small 

o be  tlTcWr  a “ r?,  id  f,  fln°  bristle'  TMs  011  transverse  section  proved 
m La  th?  7!  „ Fallopian  tube.  On  following  this  up,  it  was  found 
o lead  through  the  capsule  into  the  cavity  containing  the  new  growth  (6) 

Microscopical  Report  (Cuthbert  Lockyer).-Sections  have  been  prepared  at 

the  “wall  6of  Stlt0  8 '°ri  ‘L*  r1*?  caPrs,ule  of  the  growth  is  continuous  with 
i i Ve  un(Elated  tube.  These  sections  prove  that  the  smooth 

withU  Ltn?n  lg  tUn}?Uri  consists  of  fibro-muscular  tissue  continuous 

it  of  tibairrgithe  "aU  °f  tke  UnCXpaaded  tabe-  T1.0  tumour  is.°in 

SeeL“rLfXm  a Thek?eL,tU''e-VIfn  ,WttU  jDtact  hl““>  a"d  with  swollen,  but 
1 ect,  plicae.  1 he  vessels  are  thickened,  and  contain  thrombi  The  main 

Sect  oTfl  amkenrea‘X  1 ^ contain  no  depo^  f new  L>“‘ 

-3="r ' - 

^“'riuLed-LtLbalL?!!,1 for^ng  ^“e  to'’  1 ‘"ft  B‘10WS  a “uch 
growth,  composed  of  densely  ^ked^t^ftua  LrrauTdTf''18 

columns  and  concrete  masses.  ( C.  Lockver  1 ’ ' rv°  • " long 

w.  J-uuKyei.;  liojacep.  678. 

foee  over  page.) 


PLATE  LXIX. 


Carcinoma  of  the  Fallopian 


Tube — Tumour  laid  open. 

[To  fare  p.  670. 
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pyo-salpinx  is  often  the  sequel  of  a hydro-salpinx,  and  remains  as  a 
consequence  of  salpingitis  arising  from  any  cause, — its  presence  is  not 
necessarily  associated  with  pain  or  acute  pelvic  symptoms;  (b)  it 
is  frequently  found  in  both  tubes;  (c)  it  often  involves  the  ovary 
in  a tubo-ovarian  abscess;  (d)  it  may  become  attached,  by  adhesions 
to  the  uterus,  or  the  rectum,  or  possibly  involve  the  bladder  and 
open  into  any  of  these  viscera ; (e)  the  suppuration  may  be  of  a tuber- 
culous nature ; (/)  latent  gonorrhoeal  infection  is  a not  infrequent 

cause,  though  the  pus  formed  in  the  tubes  may  not  contain  the  gono- 
coccus; ( g ) the  pus  in  a pyo-salpinx  is  frequently  sterile.  Remem- 
bering the  tubercular  nature  of  the  infection  in  some  cases  we  must 
be  careful  to  inquire  into  the  family  history  for  any  corroborative 
evidence  in  predisposition  to  tubercle,  and  the  presence  of  the  disease 
in  other  organs,  bearing  in  mind  that  tuberculosis  is  probably  found 
at  the  same  time  in  the  uterus  and  ovary.'" 

Primary  Carcinoma  of  the  Fallopian  Tube. — Primary  carcinoma 
of  the  Fallopian  tube  is  a rare  disease.  It  occurs  near  the  menopause, 
and  is  accompanied  by  vaginal  discharge,  generally  sanious.  Its 


Fig.  466. — Primary  Carcinoma  of  Fallopian  Tube.  (Hubert  Roberts.) 

a,  fimbriated  extremity;  b,  ovary  ; c,  mass  of  carcinoma  invading  wall  of  tube; 
d,  uterine  end  of  tube ; e,  limit  of  new  growtli  towards  uterine  end  of  tube ; 
/,  masses  of  new  growth  filling  and  distending  the  tube.f 

course  is  apparently  slower  than  that  of  cancer  in  most  other  organs, 
certainly  far  less  rapid  than  in  ovarian  cancer.  Evidence  as  to  the 
origin  and  precise  nature  of  sarcoma  of  the  Fallopian  tube  is  as  yet 
very  scanty. 

Carcinoma  of  the  Tube. — Up  to  1902  Graefe  of  Halle  had  found  fifty-two 
* See  chapter  on  Tuberculosis.  f Obstet.  Soc.  Trans.,  vol.  xl. 
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recorded  cases  of  primary  carcinoma  of  the  Fallopian  tube.*  Krause  had 
found  gonococci  in  all  the  layers  of  a tube  wall — in  fact,  in  all  the  structures, 
the  epithelium,  stroma,  muscular  layers,  and  the  sub-serous  tissue  of  the  wall. 

Papilloma. t — Papilloma  of  the  Fallopian  tube  appears  to  have  an 
inflammatory  origin.  It  may  proceed  till  large  masses  of  papillomata 
develop,  these  growths  being  perfectly  innocent,  although  they  may 
even  provoke  ascites  and  hydrothorax.  On  the  other  hand,  the 
papillomatous  vegetations  may  undergo  malignant  degeneration. 

Papilloma  of  the  Fallopian  tube  is  very  uncommon.  Rokitanski  and 
Hennig  described  outgrowths  from  the  papillae  seen  on  the  mucous 
membranes  of  diseased  Fallopian  tubes,  the  latter  authority  noticing 
certain  transitional  stages  of  growth — warty,  papillary,  and  poly- 
poid— which  are  often  seen  side  by  side  in  dropsical  tubes  (Doran). 

Alban  Doran  exhibited  a large  papilloma  of  the  Fallopian  tube  presenting 
such  papillary  outgrowths  at  the  Pathological  Society  of  London.^  In  this 
particular  case  ascites  and  pleuritic  effusion  were  associated  with  the 
papilloma.  Cauliflower  excrescences  grew  from  various  parts  of  the  mucous 
membrane  of  the  dilated  tube.  Amidst  these  here  and  there  were  cysts  with 
papillary  outgrowths. 


Fig.  467. Primary  Papilloma  of  Fallopian  Tube.  (Hubert  Roberts.) 

Roberts’s  second  case.  (J  nat.  size.)  a , uterine  end  of  tube  ; b,  fimbriated 
extremity;  c , c,  mass  of  papillomatous  growth  undeigoing  degeneration  , 
d,  d,  solid  portions  of  growth  involving  wall  of  tube ; e,  remains  of  meso-sal- 
pinx  thickened. 

Hubert  Roberts  has  published  two  cases  of  primary  papilloma  of  the  Fallo- 
pian tubes.  In  the  first  there  were  repeated  discharges  of  sanious  fluid  per 
vaginam,  preceded  by  pain,  and  there  was  also  more  or  less  a continuous 

* Centralb.  f.  Gyn 1902,  No.  51.  t See  Papilloma  of  the  Ovary. 

X Trans.,  1890. 
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watery  discharge,  a leakage  from  the  tube.  The  growth  was  of  a papillo- 
matous nature,  and  entirely  filled  and  distended  the  lumen  of  the  tube,  save 
within  one  inch  of  its  uterine  ostium,  which  was  patent  and  healthy.  The 
fimbriated  end  was  closed.  In  the  second  case  the  tumour,  also  of  a 
papillomatous  nature,  was  removed  by  Meredith.  At  its  junction  with  the 
uterus  the  tube  was  healthy.  There  were  no  secondary  deposits  in  the 
peritoneum.  In  both  cases  recovery  was  complete. 

In  this  second  case  (Fig.  467),  there  was  the  condition  of  hydrops  tubm 
present,  and  the  patient’s  attention  was  first  directed  to  curious  cherry- 
coloured  watery  discharges  from  the  vagina,  the  result,  apparently,  of  closure 
of  the  abdominal  ostium,  the  accompanying  distension  of  the  tube  being- 
associated  with  great  pain.  The  disease  recurred  within  eight  months  of  the 
operation,  and  death  resulted  within  thirteen  months. 

‘ The  sections  show  a very  advanced  papillomatous  condition  which  springs 
from  the  wall  of  the  tube.  The  normal  plicae  are  very  much  exaggerated 
and  their  contour  lost;  the  epithelium  consists  of  large  columnar  cells  of 


FlG‘  4G8'  Primaey  Carcinoma  of  Fallopian  Tube.*  (Hubert  Roberts.) 

irregular  shape,  and  the  deeper  layers  and  walls  of  the  tube  are  involved  bv 
similar  irregular  clusters  of  carcinomatous  cells  gathered  in  irregular  lacuna 


* Obstet.  Soc.  Trans.,  vol.  xl. 
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and  spreading  into  the  connective  tissue  beneath ; there  are  degenerate  e 
changes  in  the  superficial  portions  of  the  growth. 

< The  involvement  of  the  deeper  portions  of  the  tissues  by  the  carcino- 
matous cells  is  everywhere  evident. 

Primary  Carcinoma. — Twenty-six  cases  of  primary  carcinoma  of  the  Fallopian 
tube,  collected  by  Doran ,*  were  thus  distributed  as  to  age : From  55  to  60  years 
inclusive,  seven  ; 50  to  55,  three ; 45  to  50,  twelve ; 40  to  45,  three ; 35  to  40, 
one ; total,  26.  The  right  tube  was  affected  in  eleven  cases,  the  left  in  four, 
both  in  nine,  unrecorded  in  two.  Eight  women  of  those  affected  were  sterile, 
seven  had  had  one  child,  two  had  aborted,  three  were  multipara.  There  was 
present  in  nine  a sanious  and  serous,  or  watery,  discharge.  In  two.  cases  the 
discharge  was  described  as  ‘yellow,’  in  one  it  was  metrorrhagic,  in  tv*o 
haemorrhagic,  in  one  it  was  purulent  and  acrid.  Looking  to  the  nature  of 
the  malignant  disease,  we  find  in  fifteen  cases  the  character  of  the  tumour 
was  distinctly  papillomatous  cancer,  in  three  it  was  medullary,  in  one  villous 
epithelioma,  in  another  cylindrico-epithelial  villous  carcinoma.  The  precise 
character  of  the  cancer  is  not  stated  in  the  other  cases.  Either  the  uterus, 
peritoneum,  or  intestines  are  noted  as  being  involved  in  seven  of  the  cases  ; 
the  pelvic,  lumbar,  or  inguinal  glands  were  involved  in  three ; the  ovary  as 
well  as  the  tube  was  invaded  by  the  cancer  in  three  cases.  The  results  of 
operation  as  revealed  by  these  cases  are  not  encouraging,  recurrence  taking 
place  in  the  great  majority,  the  longest  period  being  one  in  which  the  patient 
is  said  to  have  been  ‘ alive  and  free  from  recurrence  one  year  and  seven 
months  after  operation.’  There  can  be  no  doubt,  as  Doran  maintains,  that 
for  such  cases,  if  the  diagnosis  can  be  fairly  made  beforehand,  abdominal 
c celiotomy  is  the  best  route,  as  affording  freer  scope  for  examination  of  the 


diseased  parts,  and  enabling 
the  operator  to  deal  more  com- 
pletely with  the  area  of  the 
cancer. 


Tubercular  Salpingitis. 


For  the  description  of  Tu- 
bercle of  the  Tube,  see  chapter 
on  Tubercle  of  the  Female 
Genitalia. 


Fig.  469. — Salpingocele.  (Aeter  Segars.)  ^ ^oth 
the  Fallopian  tube,  the  former  being  strangulated. 


Salpingocele. — Hernia  of  the 
Fallopian  tube  may  occur  into 
the  inguinal  canal  with  or  with- 
out its  associated  ovary,  though 
the  latter  condition  is  extremely 
rare.  The  case  of  Bilton  Pol- 
lard f is  an  example  of  hernia 
of  both  ovary  and  portion  ot 
ngulated.  The  symptoms  ot 


* Trans.,  1890. 


f Lancet , 1889,  vol.  ii.  p.  165. 


PLATE  LXIXa 


Ostium 

abdominale. 


Lumen  oi 
tube. 


.Ovary. 


Mesosalpinx. 


Hydatid  Cyst  (Echinococcus)  of  the  Fallopian  Tube.*  (T.  W.  Eden.) 

Measurement  of  cyst,  4|  in.  in  vertical,  by  3 in.  in  the  transverse,  and  2J  in.  in 
the  antero-posterior  diameter.  The  average  thickness  of  the  wall  was 
g of  an  inch.f  See  other  side  for  description  of  cyst. 


* See  also  pp.  8(i0,  951. 

f Jour.  Ohs.  and  Gyn.  Brit.  Emp.,  July,  1904. 
(See  over  page.) 


[To  face  p.  682. 


This  tumour  * (Plate  LXIXa.)  was  removed,  by  abdominal  cceliotomy,  by  T.  " ■ 
Eden,  from  a patient  aged  40.  The  cyst  was  iu  the  pouch  of  Douglas,  and 
firmly  adherent  to  the  surrounding  structures.  In  appearance  it  was  not 
unlike  an  ovarian  dermoid  with  cartilaginous  walls.  The  tumour  consisted  of 
the  right  uterine  appendages,  including  a functionally  active  ovary,  1 allopian 
tube,  and  meso-salpinx.  The  inner  third  of  the  tube  was  not  much  a tered 
macroscopically,  while  the  upper  border  of  the  outer  two-thirds  was  closely 
incorporated  with  the  hydatid  cyst.  The  tubal  canal  was  intact  and  had 
no  communication  with  the  cavity  of  the  cyst,  the  wall  of  the  latter  being 
incorporated  with  that  of  the  tube  by  a firm  organic  union  The  ab- 
dominal ostium  was  sealed.  There  was  no  evidence  of  any  liydatiform 
affection  in  any  other  organ.  The  surface  of  the  cyst  was  roughened  by 
remains  of  adhesions.  Examination  of  the  cyst  proved  it  to  be  a hydatid 
with  livdatid  vesicles,  containing  large  numbers  of  broad  capsules  and  ree 
booklets.  Eden  considers  that  the  origin  of  the  hydatid  cyst  was  due  o 
the  deposition  of  ova  ‘ in  the  tissues  of  the  upper  wall  of  the  tube,  and  t leir 
development  in  that  position  was  sufficiently  slow  and  gradual  to  avoid 
rupture  either  into  the  peritoneal  cavity  or  the  tubal  canal  Eden  quotes 
P Jan’s  caBe  of  hydatid  of  the  ovary, t and  a case  of  Dolens  (1896) 
hydatid  of  the  Fallopian  tube,  as  the  only  two  previously  recorded  cases 
of  undoubted  primary  hydatid  disease  of  the  ovary  or  Fallopian  tube.]: 

* See  pp.  8G1  and  951  for  instances  of  hydatid  cysts  of  the  uterus, 
t ‘ Diagnostique  et  Traitment  des  Tumours  de  1’ Abdomen,’  vol.  iii.  p.  671. 

J Jour° Obstet.  and  Gyn.  Brit.  Emp.,  July,  1904. 
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strangulation  of  the  tube  or  ovary  are  much  akin  to  those  attending  ordinary 
strangulation  of  the  bowel.  The  treatment  consists  in  an  operation  similar  to 
that  for  hernia — removal  of  the  strangled  ovary  or  tube,  the  return  of  the 
pedicle,  and  excision  of  the  sac. 

Conservative  Operations  on  the  Adnexa. 

The  Ovary. — It  will  be  convenient  here  to  refer  briefly  to  those 
conservative  steps  which  are  resorted  to  whenever  it  is  possible  to 
preserve  either  a portion  of  ovary  or  to  maintain  the  patency  of  the 
lumen  of  the  Fallopian  tube.  Such  steps  involve  the  most  careful 
inspection  of  the  affected  adnexa  when  they  are  first  removed  from 
the  abdomen,  or,  should  the  operation  be  that  of  colpotomy,  when 
they  are  drawn  into  the  vagina.  In  the  former  case,  the  affected 
adnexal  mass  is  lifted  well  out  from  the  abdominal  wound,  and 
some  sterilized  gauze  is  so  carried  round  its  base  as  to  protect  com- 
pletely the  abdominal  opening,  and  isolate  the  ovary  and  tube.  This 
enables  us  to  carry  out  any  conservative  step  that  may  be  necessary. 
Should  the  operation  be  vaginal,  the  uterus  is  drawn  down  and  the 
adnexa  with  it,  those  of  each  side  being  examined  separately,  and 
returned  into  the  abdomen  when  the  resection  is  completed.  In  a 
case  where  the  adnexa  cannot  be  withdrawn  from  the  abdomen,  the 
tube  and  ovary  can  be  examined  in  the  Trendelenburg  position, 
and  the  question  of  resection  determined.  In  a case  in  which 
Olshausen’s  or  other  operation  is  performed  for  shortening  the 
round  ligaments,  should  the  adnexa  at  the  same  time  be  found 
affected,  a conservative  operation,  if  feasible,  ought  to  be  performed. 
The  whole  question  of  conservative  operations  on  the  adnexa  is 
elsewhere  discussed.*  Obviously,  a parovarian  cyst  can  be  removed 
without  taking  the  corresponding  tube  and  ovary. 

The  degree  of  cystic  degeneration,  whether  arising  in  the  corpora 
lutea  or  in  the  Graafian  follicles,  that  justifies  the  surgeon  in  sacri- 
ficing  the  o\ary,  must  be  determined  upon  at  the  time  when  the 
ovary  is  opened  and  inspected.  I have,  on  different  occasions, 
divided  the  ovary  from  cortex  to  hilum,  resected  small  cysts  and 
punctured  otheis,  at  times  removing  a portion  of  the  gland,  and 
then  uniting  the  two  halves,  have  thus  preserved  the  ovary. 

From  our  piesent  knowledge  of  the  functional  activity  secured 
by  the  transplantation  of  portion  of  an  ovary,  the  importance  of 
conserving  this  is  more  apparent  still. 

Igni-puncture.  Ireatment  of  the  ovary  by  igni-puncture  was  first 


See  chapters  on  the  Ovaries, 
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advocated  by  Polk.  The  small  cyst  is  punctured  with  a fine  gal vano -cautery 
point,  the  larger  ones  are  resected  by  a V-shaped  incision  after  pie\ious 
enucleation  of  the  cysts. 

Howard  Kelly  is  very  emphatic  on  the  importance  of  not  opening  the 
abdomen  in  cases  of  enlarged  Graafian  follicle  cysts  in  which  a diagnosis  can 
be  made  that  they  are  simply  distended  cysts  filled  with  serum,  by  vaginal 
or  bimanual  examination,  as  in  this  case  either  spontaneous  rupture  01  the 
pressure  made  by  examination  is  not  followed  by  any  bad  effects.  I have 
known  this  occur  on  a few  occasions  myself,  and  have  often,  when  permitting 
a vaginal  examination  to  be  made  by  another,  had  to  give  the  caution  that 
pressure  must  not  be  used,  or  the  cyst  might  be  ruptured.  On  the  other 
hand,  it  must  be  admitted  that  such  treatment  is  attended  with  the  risk  that 
the  cyst  so  felt  may  contain  other  fluid  than  serum,  and  that  either  blood  or 
pus  may  be  present.  In  either  case  serious  consequences  may  follow.  With 
so  safe  an  operation  as  colpotomy,  it  is  certainly  preferable  in  these  cases, 
for  the  majority  of  surgeons,  to  puncture  the  cyst  by  the  vagina,  or  to  remove 

it  by  colpotomy. 


Practically  the  same  remarks  apply  to  such  conditions  of  the 
ovary  as  hrematoina,  dermoid  cysts,  or  abscess.  The  method  is 
identical  in  principle  to  that  we  adopt  in  the  case  of  cysts.  The 
healthy  portion  of  ovary  is  retained  when  the  hmmatoma  is  removed, 
the  pus  cavity  is  opened,  or  first  aspirated  with  a fine  needle,  the 
wall  scraped,  and  the  wound  in  the  ovary  closed.  All  these  con- 
servative operations  are  easily  performed,  and  perfect  union  is 
effected  by  means  of  a fine  curved  needle  armed  with  cumol  gut. 
The  only  instruments  required  are  a needle-holder  (I  prefer 
Olshausen’s)  such  as  that  of  Doyen  for  the  peritoneum,  a small 
Kocher’s  forceps,  a dissecting  forceps,  a fine  scalpel,  small  curved 
scissors— sharp  and  blunt,— and  a few  small  curved  needles. 

The  Fallopian  Tube.— To  American  surgeons  is  due  the  credit  of 
having  been  among  the  first  to  advocate  conservative  operations  on 
the  ovaries  and  Fallopian  tubes.  The  names  of  Polk,.  Barlow,  and 
Barrows  are  prominent  amongst  American  gynecologists  who  first 
practised  partial  amputation  and  resection  both  of  the  tubes  and 


ovaries.  . . . . 

Artificial  Ostium— Polk  first  made  an  artificial  abdominal  ostium 

in  cases  of  pyo-salpinx,  amputating  the  tube  at  some  distance  from 

the  cornu  of  the  uterus,  washing  it,  slitting  it  up  a little  way,  an 

uniting  its  serous  and  mucous  coats  by  fine  catgut  ligatures,  and 

brin'dn*'  the  new  ostium  thus  formed  into  apposition  with  the  ovary. 

At  the  same  time  the  uterus  is  curetted,  and  tamponed  wit  10  o- 

form  gauze.  Pus  may  be  imprisoned  in  two  portions  of  t ie  u o, 

either  at  the  infundibular  end  by  adhesions  with  surrounding  pai  ts, 
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or  at  the  uterine  end  by  occlusion  of  the  tube  from  half  an  inch  to 
an  inch  from  the  cornu.  Recognizing  the  fact  that  the  uterus  is 
frequently  a source  of  salpingitis,  Polk  earnestly  urged  its  thorough 
curettage,  followed  by  evacuation  of  the  recently  effused  lymph  in  the 
tube  by  opening  the  latter,  washing  it  out  with  sterilized  water,  ap- 
proximating its  inner  and  outer  coats,  and  returning  it  into  the  pelvis. 

Salpingorrhaphy  consists  of  the  removal  of  the  diseased  portion  of 
the  Fallopian  tube  and  the  suture  of  the  healthy  portion  to  the 
uterine  stump. 

Salpingostraphy  (Pozzi)  is  performed  thus  : A stylet  is  passed 
down  to  the  uterine  cavity  in  order  to  ascertain  that  the  tube  is 
permeable.  The  ovary  is  now  seized,  and  a cuneiform  section  of  it 
is  made.  To  the  surface  thus  exposed,  the  tube  is  united  by  a fine 
catgut  suture.  At  the  same  time,  if  there  be  some  small  cysts  in  the 
ovary,  these  are  either  opened  with  the  knife  or  punctured  with  the 
cautery.  In  the  case  of  removal  of  one  tube,  if  the  other  be  found 
stenosed,  A.  Martin  resects  the  latter,  should  its  condition  justify 
its  retention.  He  also  resects  the  ovary  and  the  diseased  part 
of  the  tube,  forming  a new  ostium,  and  fixes  it  in  the  manner 
advocated  by  Polk. 

Salpingostomy.— In  simple  hydro-salpinx,  and  in  certain  cases 
of  pyo-salpinx,  a small  portion  of  the  tube  is  removed,  and  the  parts 
are  brought  together.  The  sutures  take  in  the  muscular  and 
peritoneal  coats.  These  operations  on  the  tubes  and  ovaries  com- 
bined, or  on  the  tubes  alone,  must  be  done  through  the  abdomen, 
if  they  are  to  be  successfully  performed,  but  resection  of  the 
ovaries,  their  igni-puncture  or  simple  puncture,  can  be  effected  by 
anterior  or  posterior  colpotomy. 

‘ Skutch,  of  Jena,  devised  the  operation  of  salpingostomy.*  He  operated 
upon  a sterile  patient,  aged  thirty-eight,  with  moderate  dilatation  of  both 
tubes,  which  is  said  to  have  caused  great  pain,  the  ovaries  and  uterus  being 
apparently  free  from  disease.  Some  of  the  fluid  contents  of  each  tube  were 
first  withdrawn  by  means  of  a Pravaz  syringe,  and  found  to  consist  of  clear 
yellow  serum  free  from  pus.  The  ostium  was  then  laid  open,  the  fluid  allowed 
to  escape,  and  an  oval  piece  of  the  wall,  about  one  square  centimetre  in  size 
cut  away.  The  mucous  membrane  and  serous  coat  were  united  alono-  the' 
margin  of  the  artificial  aperture  by  fine  silk  thread.  Lastly,  a sound"  was 
passed  through  the  aperture  along  the  tubal  canal  into  the  uterus  Conva- 
lescence was  uninterrupted.  From  the  day  of  the  operation  forward  the 
woman  was  free  from  pain.’  (Doran.) 


* It  was  first  described  before  the  third  meeting  of  the  Deutsche  GesellsJJt 
fur  Gynakoiogie  at  Freiburg,  in  June,  1889.  See  Centralb.  f.  Gyn.,  No.  32,  1S89. 
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Sterilization  of  the  Fallopian  Tubes.— Assuming  a case  in  which 
we  are  uncertain  of  the  state  of  the  mucous  membrane  of  the  tube, 
and  in  which,  on  gentle  pressure,  from  its  uterine  to  its  abdominal 
end,  some  suspicious  fluid  exudes,  the  lumen  of  the  canal  can  be 
cleansed  out  by  inserting  a cannula  attached  to  a syringe,  and 
injecting  a warm  saline  solution,  which  is  allowed  to  run  out  from 
the  ostium.  This  is  repeated  a few  times,  and  then  the  tube  is 
finally  washed  out  with  a weak  formalin  solution,  care  being  taken 
that  the  tube  is  cleansed  and  emptied  before  being  returned  into 
the  abdomen.  The  end  of  the  nozzle  of  the  syringe  or  the  cannula 

should  be  bulbous  and  perforated. 

Adherent  Tubes. — The  separation  of  the  tube  from  the  structures 
to  which  it  is  adherent  has  to  be  gently  conducted.  The  adhesions 


Fig.  470. — Adhesions  of  the  Outer  Free  Extremities  of  both  Uterine 
Tubes  to  the  Ovaries.  (Howard  Kelly.) 

The  fimbriated  extremities  of  the  two  tubes  looking  in  opposite  extremities. 

Two-thirds  natural  size. 


are  best  separated  with  the  finger,  aided  by  a small,  curved,  blunt- 
pointed  scissors.  Thickened  bands  are  divided  with  the  scissors, 
and  longer  bonds  of  union  by  the  scalpel.  Any  slight  bleeding  is 
arrested  by  the  temporary  application  of  a Zweif el’s  forceps  or, 
should  the  bleeding  interfere,  by  the  application  of  a tine  gut  liga- 
ture. The  freeing  of  the  tube  may  be  followed  by  the  operation  ot 
salpingostomy,  and  a new  ostium  be  created.  In  this  case  the  mucous 
membrane  must  be  drawn  out  and  sutured  to  the  peritoneal  coat 
Conclusion. — W e thus  see  that  the  tubes  which  are  affected  by 
simple  hydro-salpinx  can  be  preserved  by  resection  and  adaptation  ot 
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the  cut  surfaces ; also  that  in  certain  cases  of  pyo-salpinx  the  diseased 
portion  of  the  tube  may  be  removed,  the  healthy  portion  washed  out, 
and  union  effected  either  with  the  uterine  cornu  or  the  ovary,  and  that 
a new  ostium  may  thus  be  made  either  at  the  uterine  or  abdominal 
end.  The  same  conservative  step  has  been  taken  by  Olshausen  in  early 
tubal  pregnancy.  What,  then,  are  the  diseased  tubal  states  which 
compel  us  to  perform  complete  salpingo-oophorectomy  ? (a)  Cases 

of  hydro-salpinx  in  which  the  disease  has  so  far  extended  as  to 


Iig.  471. — Adhesions  of  Ovary,  Tubes,  Appendix,  and  C^cum.* 

(Howard  Kelly.) 

approach  the  purulent  condition,  in  which  there  is  ulceration  of  the 
mucous  membrane,  or  such  distention  of  the  entire  tube  as  to  render 
any  conservative  operation  futile  ; ( b ) certain  cases  of  haemato-salpinx 
or  pyo-salpinx  in  which  the  integrity  of  the  tube  cannot  be  regained  ; 
(c)  tubes,  suppurative  and  other,  which  are  embedded  or  surrounded 
by  adhesions  ; ( d ) Inematocystic  tubes  with  thickened  walls,  and  con- 
taining blood  coagula,  or  blood  cysts ; (e)  ectopic  tubal  sacs  where  it 
is  not  possible  to  resect  the  tube  ; (/)  tubercular  and  gonorrhoeal 
abscesses  of  the  tubes — tubercular  pyo-salpinx  ; (g)  carcinomatous 
and  papillomatous  states  of  the  tubes  ; ( h ) dermoid  tumours. 

* Amer.  Meet.,  April,  1901. 


CHAPTER  XXXVI. 

EXTRA-UTERINE  PREGNANCY. 


When  the  fertilized  ovum,  or  oosperm,  becomes  attached,  and  grows 
outside  the  cavity  of  the  uterus,  the  condition  is  termed  extra- 
uterine  pregnancy.  Extra-uterine  pregnancy  has  been  found  to  be 
by  no  means  infrequent  by  the  evidence  of  surgical  interference  in 
some  of  its  complications  and  results.  It  is  owing  to  its  clinical 
importance  that  the  subject  has  attained  such  prominence.  By  its 
elucidation  and  the  consequent  improvement  in  surgical  methods 
of  treatment,  numberless  lives  have  been  saved. 

De  Parry,  in  1876,  compiled  a list  of  five  hundred  cases  of  extra- 
uterine  pregnancy,  and,  speaking  of  the  deaths  from  haemorrhage, 
his  words  are  so  striking  that  no  account  of  extra-uterine  pregnancy 

can  be  complete  without  them.  He  says 

i a bleeding  vessel,  through  which  the  red  stream  of  life  is  rushing 
away,  can  be  ligated.  A gangrenous  limb,  which  is  destroying  its 
possessor  by  sending  its  poisonous  emanations  to  the  remotest  regions 
of  his  body,  can  be  amputated.  A cancerous  breast,  which  is  sapping 
the  vitality  of  its  victim  hour  by  hour,  can  be  removed.  . . . An 
aneurism  ...  can  be  cured  by  . . . ligation.  . . . Even  phthisis 
now  counts  its  many  cures.  But  here  is  an  accident  which  may 
happen  to  any  wife  in  the  most  useful  period  of  her  existence,  which 
wood  authorities  have  said  is  never  cured ; and  for  which,  even  m 
this  age,  when  science  and  art  boast  of  such  high  attainments,  no 
remedy,  either  medical  or  surgical,  has  been  tried  with  a sing  e 
success.  From  the  middle  of  the  eleventh  century,  when  Albucasis 
described  the  first  known  case  of  extra-uterine  pregnancy,  men  have 
doubtless  watched  the  life  ebb  rapidly  from  the  pale  victim  ot  tins 
accident  as  the  torrent  of  blood  is  poured  into  the  abdominal  cav  lty , 
but  have  never  raised  a hand  to  help  her.  Surely  this  is  an  anomaly, 
and  it  has  no  parallel  in  the  whole  history  of  human  injuries.  ic 
fact  seems  incredible,  for  if  one  life  is  saved  by  active  interference, 
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it  may  be  triumphantly  pointed  to  as  the  first  and  only  instance  of 
the  kind  on  record.  In  the  whole  domain  of  surgery — for  we  cannot 
look  to  other  than  surgical  measures  under  the  circumstances — there 
is  now  left  no  field  like  this.  . . . The  only  remedy  that  can  be 
proposed  to  rescue  a woman  under  these  unfortunate  circumstances 
is  gastrotomy — to  open  the  abdomen,  tie  the  bleeding  vessels,  or  to 
remove  the  sac  entire.’ 

It  is  necessary  to  regain  something  of  the  old  mental  obscurity  as 
regards  the  conditions  found  in  the  abdomen  when  opened  in  order 
to  grasp  the  impasse  in  which  the  old  surgeons  found  themselves. 
The  surgeon  even  thirty  years  ago,  when  daring  enough  to  open  the 
abdomen  in  a case  of  extra-uterine  pregnancy  with  bleeding,  found 
himself  face  to  face  with  a tangled  group  of  bowels,  clots,  adhesions, 
f < etal  sac  and  foetus,  and  blood  seemingly  coming  from  all  and  every 
organ  or  tissue.  He  tied  numerous  ligatures  on  everything  which 
bled,  and  still  the  red  fluid  welled  forth.  No  wonder,  when  the 
patient  lay  dead  under  his  hands,  that  he  determined  in  future  to 
lea's  e such  cases  to  nature,  and  his  subsequent  case  being  perhaps 
fortunate,  owing  to  rest  and  absorption,  and  a more  favourable 
termination  of  the  extra-uterine  gestation,  he  was  still  more  strongly 
settled  in  his  determination. 

By  the  aid  of  the  knowledge  gained  from  careful  and  patient 
investigation,  any  capable  surgeon  can  now  obtain  results  which 
are  amongst  the  highest  achievements  of  surgery. 

The  term  extra-uterine  pregnancy  is  the  most  generally  used, 
but  that  of  ectopic  gestation  is  perhaps  more  accurately  descriptive 
of  the  conditions,  since  the  interstitial  variety  of  pregnancy  is 
scaicely  extra-uterine,  yet  it  is  ectopic . As  the  great  preponderance 
of  these  pregnancies  or  gestations  begin  and  are  found  in  the  tube, 

the  term  tubal  pregnancy  has  also  been  rather  loosely  used  to  designate 
the  entire  group. 

Etiology.  The  exact  causation  of  extra-uterine  pregnancy  is 
not  known,  but  the  probable  causes  are  now  better  understood 
and  defined.  Diihrssen  has  described  one  case  where  a tubal 
polypus  was  found  on  the  uterine  side  of  a tubal  pregnancy.  This 
polypus  acted  as  a ball  valve,  and  admitted  the  spermatozoa  from 
the  uterus,  but  pi  evented  the  passage  of  the  oosperm  (fertilized 
ovum)  to  the  uterus.  Diihrssen  has  shown,  by  applying  a cover- 
&lass  to  the  abdominal  ostium  of  the  tube  while  performing  vaginal 
coeliotomy  for  retroflexion  in  married  women,  that  the  spermatozoa 
pass  through  the  tube.  The  proof  of  the  occurrence  of  several  cases 
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of  ovarian  pregnancy  now  places  this  passage  of  the  spermatozoa  up 
the  tube  beyond  doubt. 

The  question  of  the  place  where  the  ovum  and  the  spermatozoa 
meet  is  important. 

Lawson  Tait  held  that  the  uterus  was  the  seat  of  normal  conception, 
and  consequently,  when  conception  (fructification  or  fertilization) 
happens  outside  the  uterus,  the  chances  are  that  the  oosperm  will 
become  attached  outside  the  uterus.  Thus  extra-uterine  pregnancy 
is  due  to  fertilization  in  an  abnormal  situation. 

BischofF,  His,  and  Strassmann  argue  that  the  union  of  the  ovum 
and  spermatozoa  takes  place  in  the  Fallopian  tube,  probably  at 
the  fimbricated  end,  and  immediately  after  the  exit  of  the  ovum 
from  the  ovary.  Consequently,  according  to  this  theory,  each 
pregnancy  begins  as  an  extra-uterine  one,  and  therefore  an  extra- 
uterine  pregnancy  of  clinical  import  is  due  to  retarded  movement 
of  the  fertilized  ovum  and  its  attachment  outside  the  uterus. 
Taylor  inclines  more  to  this  view,  and  points  out  that  in  the  second 
week  the  ovum  is  from  3 to  6 mm.  in  diameter.  He  says,  It  is 
evident  that  any  want  of  development  in  the  tube,  any  permanent 
contraction,  any  swelling  of  the  mucous  membrane,  any  abnormal 
length  of  tube,  any  extra  weight  or  impaired  mobility  of  the  ovum 
at  its  entrance  into  the  tube,  any  failure  of  muscular  power,  or  any 
interference  with  the  peristaltic  action  of  the  tube,  may  increase 
the  tendency  towards  a tubal  instead  of  a uterine  settling.’  Lawson 
Tait  held  that  desquamative  salpingitis  was  the  chief  cause  of  the 
abnormal  settling  of  the  ovum,  and  that  in  most  cases  of  tubal  ges- 
tation there  was  a history  of  inflammatory  disease  of  the  appendages. 

This  view  finds  much  support  on  the  Continent.  Mandl  and  Von 
Schmidt  found  that,  of  seventy-seven  cases  operated  upon  in  Schauta’s 
clinic,  twenty-seven  occurred  in  women  who  had  had  gonorrhoea , 
and  Shober  has  reported  a case  of  tubal  gestation  associated  with 
primary  tuberculosis  of  the  tube.  Taylor  has  noticed  the  frequency 
of  an  atrophic  condition  of  the  tube,  especially  in  hyper-involution 
from  superlactation.  Several  cases  of  extra-uterine  pregnancy  have 
been  found  where  myoma  or  other  tumour  obstructed  the  tube. 
Ectopic  gestation  is  very  apt  to  occur  in  women  who  have  been 
sterile  for  some  years. 

It  is  therefore  evident  that  extra-uterine  gestation  is  due  to  the 
arrest,  attachment,  and  development  of  a fertilized  ovum  (oosperm) 
in  its  passage  from  the  follicle  to  the  uterus.  This  arrest  may  be 
due  to  obstruction  or  want  of  propulsion. 


PLATE  LXX. 


Left  Intealigamentary  Gestation.  (Bumm.) 

A,  ovary ; B,  left  tube. 

The  sac  had  developed  between  the  layers  of  the  broad  ligament  as  far  as  the  vault  of  the  vagina, 

and  was  completely  enucleated  without  any  injury  to  the  sac.  [To  face  p.  690. 


PLATE  LXXI 


Interstitial  Gestation  at  the  Fourth  Month.  (Bumm.) 


Reduced 


i cavity  of  the  ovum  ; B,  placenta  ; C,  riglit  tube  ; D,  ovaiy  , 
E,  uterine  canal;  E,  riglit  adnexa;  G,  dilated  cenix. 


PLATE  LXXII. 


\\  i 9 8 

Ovarian  Gestation.*  Rupture  in  the  Sixth  Week.  (C.  Van  Tussenbrokk. 

from  Bumm.) 

1 chorion;  2,  cavity  ; 3,  rupture  of  sac  wall;  4,  wall  of  the  sac  formed  trom 
’ an  expansion  of  the  wall  of  corpus  luteum  ; 5,  blood  coagula  ; (>,  ^rhen- 
ium of  a corpus  luteum;  7,  opening  of  a corpus  luteum  blocked  with 
fibrine;  8,  diverticulum  of  the  luteum  ; 9,  follicles  ; 10.  hi lum  ot  ovary. 


Annals  of  Gynaecology,  1899. 


[To  face  p.  *591. 
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Andrews  gives  the  following  list  of  conditions  which  may  lead 
to  extra-uterine  j:>regnancy.* 

1.  Salpingitis  and  perimetritis. 

2.  Persistence  of  infantile  conditions  of  the  tube. 

3.  Polypi,  diverticula,  myomata,  etc.,  in  the  tube. 

4.  Puerperal  atrophy  of  the  tube. 

5.  Atavism,  reversion  to  a lower  developmental  type  of  tube. 

6.  ‘ External  wandering  ’ of  the  ovum. 

7.  ‘ Internal  wandering’  of  the  ovum. 

8.  Abnormalities  of  the  ovum  itself. 

Classification. — According  to  the  situation  of  the  arrest  and 
attachment  and  growth  of  the  oosperm,  the  cases  of  extra-uterine 
pregnancy  are  classified  into — 

1.  Ovarian.  This  is  probably  due  to  some  thickening  of  the 
tunica  albuginea,  which  retards  the  rupture  of  the  Graafian  follicle, 
and  renders  the  opening  so  small  that  spermatozoa  enter,  but  the 
ovum  cannot  escape;  or  to  detention  of  the  escaping  ovum  by 
adhesions. 

2.  Abdominal.  Primary  abdominal  pregnancy  has  not  been  proved 
to  exist,  and  it  is  the  tubo-abdominal  or  utero-abdominal  (abdominal 
or  ventral)  pregnancy  which  is  loosely  termed  abdominal. 

3.  Tubal. 

4.  Tubo-utenne.  This  is  arrest  within  the  uterine  portion  of  the 
tube,  with  secondary  invasion  of  the  uterus.  It  must  be  regarded 
as  a subdivision  of  Tubal  Pregnancy. 

Ovarian  Pregnancy.— This  was  a much-disputed  and  denied  form 
of  extra-uterine  pregnancy  until  absolute  proof  had  been  brought 
forward  of  its  occurrence.  In  certain  cases  of  intra-ligamentary 
situation  of  the  ovum  and  of  encapsulated  hsematocele  about  the 
ovum,  the  ovary  forms  part  of  the  outer  wall  of  the  sac  containing 
the  pregnancy ; and  these  were  the  eases  usually  brought  forward 
as  evidence  of  the  occurrence  of  ovarian  pregnancy,  and  conse- 
quently , on  careful  examination  and  discovery  of  their  real  nature 
the  evidence  fell  to  the  ground,  until  it  almost  seemed  an  attempt 
to  square  the  circle  when  any  one  tried  afresh  to  prove  the 
existence  of  ovarian  pregnancy.  A case  reported  at  the  International 
Congress  of  Gynaecology  in  Amsterdam  (1899)  by  Van  Tussenbroek 
is  the  first  definitely  proved  case  of  ovarian  pregnancy. 

‘On  opening  the  abdomen,  a great  quantity  of  dark  blood  gushed  forth 
_ «terus  was  soft  and  somewhat  enlarged.  The  left  ovary  and  tube  were 

* Tour,  of  Obstet.  and  Gyn.,  Sept.,  1903. 


092 


DISEASES  OF  WOMEN. 


normal ; at  the  right  ovary  was  found  a tumour  as  large  as  a wa  nut  to 
which  blood-clots  adhered.  The  right  ovary  and  tube  were  removed  t he 
tube  was  quite  normal;  the  fimbri®  were  somewhat  conglutmated  but  the 
lumen  was  free.  There  were  no  adhesions  between  ovary  and  tube,  the 
tumour  with  the  ovary  showed  near  its  top  the  place  of  rupture,  from  which 
a ruddy  fringe  came  forth.  After  being  hardened,  the  specimen  was  opened 
by  a median  section  going  through  the  fringed  opening.  By  tins  section  the 
gestation-sac  in  the  tumour  was  cut  in  two  halves,  and  an  embryo  appearet 
of  about  12  mms.  in  length,  fixed  by  a short  and  thick  umbilical  cord.  M.ci  o- 
scopical  investigation  showed  that  the  impregnated  ovum  had  developed 
within  a Graafian  follicle.  This  was  proved  by  the  fact  that  the  wa  o 
maternal  tissue  which  surrounded  the  ovum  showed  the  structure  of  t 
ruptured  Graafian  follicle — the  well-known  corpus-luteum.  Decidual  tran  - 
formation  of  the  connective  tissue  in  the  ovisac  was  nowhere  to  be  found. 

Leopold’s  conditions  necessary  to  characterize  a pregnancy  as 
ovarian  are;  (1)  The  Fallopian  tube  and  fimbriae  must  be  com- 
pletely isolated  from  the  structure  of  the  foetal  sac  ; (2)  the  uterus 
must  be  united  to  the  sac  by  the  ovarian  ligament ; and  (3)  the 
ovary  on  the  gravid  side  should  be  absent,  and  its  tissue  should 

have  spread  into  the  wall  of  the  sac.  _ 

These  conditions  are  now  proved  to  have  been  fulfilled  m many 
cases  and  the  occurrence  of  ovarian  pregnancy  is  placed  beyonc 
doubt  The  sac  is  generally  pediculated,  as  in  other  ovarian  tumours. 
Owiim  to  the  situation,  it  is  doubtful  whether  abortion  can  occur 
with  expulsion  of  the  ovum  ; but  hemorrhage  may  occur  into  the  sac, 
causing  a hematoma  and  killing  the  foetus,  and  leading  to  secondary 
rupture  of  the  sac.  Molar  transformation  is  probably  not  less 
frequent  than  in  tubal  cases ; but  owing  to  the  absence  of  muscu  ai 
tissue,  and  to  the  vascular  hilum  of  the  ovum  being  seldom  involved 
when  rupture  takes  place  it  is  less  sudden,  and  generally  accompanied 
with  less  shock.  No  true  decidua  has  been  made  out  so  far  m oval  lan 
pregnancy,  but  decidual  cells  have  been  found  in  the  ovarian  tissue 
ibo'ut  the  sac.  It  may  be  noted  here  that  in  uterine  pregnancy- 
decidual  cells  have  been  found  in  the  ovary,  tube,  peritoneum,  and 

cervix  both  in  its  canal  and  its  vaginal  surfaces. 

Abdominal  Pregnancy  .-It  is  now  universally  admitted  that 
almost  all  the  cases  of  primary  abdominal  pregnancy  a 1 

SrLrtol  belong  peop.il,  » «*  <***!  *»  » >-— * * 
scribed  as  Tubo-abdominal ; i.e.  a primary  tubal  gestation-sac  has 
ruptured,  and  allowed  the  foetus  to  go  on  growing  in  the  abdominal 
cavity  Leopold  has  described  a case  of  intra-utenne  pregnancy  n 
Which  the  uterus  ruptured,  and  the  foetus  went  to  term  abdominally 
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Arrest  in  the  abdominal  cavity  between  the  ovary  and  tube  is 
probably  always  immediately  fatal  to  the  unprotected  ovum.  The 
peritoneum  eats  up  the  ovum.  Leopold  has  proved  experimentally 
that  conceptions  of  the  first  month  are  quickly  and  completely  ab- 
sorbed. 

Tubal  Pregnancy.  — The  Fallopian  tube  is  not  adapted  for 
carrying  a developing  ovum  till  full  term.  The  ovum  perforates 
the  tube,  and  leads  either  to  rupture  or  to  expulsion  of  the  ovum 
through  the  open  fimbriated  end  as  a ‘ tubal  abortion.5  In  the 
event  of  rupture,  the  ovum  may  continue  to  grow ; according  to 
the  direction  in  which  rupture  takes  place,  three  later  developments 
of  tubal  pregnancy  may  be  distinguished  : (a)  Tubo-abdominal,  in 
which  there  is  secondary  invasion  of  the  abdomen  ; ( b ) Tubo-liga- 
mentary,  in  which  there  is  secondary  invasion  of  the  broad  ligament 
and  sub-peritoneal  tissues ; (c)  Tubo-uterine,  in  which  there  is 
secondary  invasion  of  the  uterus.  Each  of  these  forms  may  present 
one  or  more  further  developments ; and  the  following  table  shows 
at  a glance  the  natural  history  of  tubal  pregnancy,  when  left  to 
itself  : — - 

I.  Early  rupture  (before  sixth  or  eighth  week).  Sudden  and 
rapidly  fatal  haemorrhage  unless  operated  upon. 

II.  Tubal  abortion  (usually  before  eighth  week).  Formation 
of  a tubal  mole  and  ha3morrhage  from  the  open  end  of  the 
tube. 

1.  Complete  tubal  abortion.  The  mole  is  expelled  from  the 

tube  and  lies  outside  it  in  the  midst  of  the  blood-clots. 

2.  Incomplete  tubal  abortion.  The  mole  is  retained  in  the 

tube. 

III.  Later  rupture  (usually  eighth  to  twelfth  week).  In  every 
case  the  placenta  remains  directly  connected ' with  a part 
or  whole  of  the  tube. 

1.  Tubo-abdominal  invasion  (abdominal  pregnancy).  The 
foetus  always  lies  above  the  placenta ; the  position  of 
which  leads  to  three  varieties. 

(a)  ^ie  placenta  is  in  the  main  gestation-sac,  and 

covered  by  reflections  of  the  amnion. 

(b)  The  placenta  is  fastened  to  opened-out  tube,  back 

of  uterus,  and  adjacent  structures. 

(c)  The  placenta  remains  wholly  in  the  tube,  through  a 

rent  in  which  the  cord  passes  to  the  foetus,  which  is 

lying  invested  by  amnion  in  the  abdominal  cavity. 
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2.  Tubo-lig amentary  invasion  (mesometric  pregnancy).  I he 

placenta  always  lies  primarily  above  the  fcetus  ; the 
direction  of  growth  of  the  ovum  leads  to  two  varieties. 

(a)  Anterior,  or  sub-peritoneo-abdominal,  in  which  the 

peritoneum  is  stripped  up  anteriorly. 

(b)  Posterior,  or  retro-peritoneal,  in  which  the  peri- 

toneum is  stripped  up  posteriorly. 

In  either  case  the  broad  ligament  sac  may  again 
rupture,  leading  to — 

3.  Tubo-lig  amentary -abdominal  invasion . Here  the  placenta 

remains  in  the  broad  ligament  sac,  through  a rent  in 
which  the  cord,  invested  by  amnion  in  the  peritoneal 
cavity,  passes  to  the  foetus. 

4.  Tubo-uterine  invasion  (interstitial  pregnancy).  Kupture 

usually  occurs  before  the  sixteenth  week,  into 

(a)  The  abdominal  cavity  : a very  fatal  accident. 

(b)  The  uterine  cavity.  It  is  possible  that  this  may  go 

on  to  term,  simulating  normal  intra- uterine 
pregnancy. 

It  must  be  remembered  that,  whenever  rupture  occurs,  either 
early  or  late,  as  indicated  in  the  above  table,  the  embryo  may  either 


perish  at  once,  or  go 
on  developing,  accord- 
ins:  to  the  amount  of 
interference  with  the 
placenta  involved  in 
the  accident.  W e are, 
of  course,  speaking  of 
cases  where  no  sur- 
gical interference  is 

O 

resorted  to.  When  the 
fcetus  dies  at  an  early 
stage  of  pregnancy,  it 

Fig.  472. Extra-Uterine  Pregnancy.  Fcetus,  generally  undergoes  a 

Sac,  and  Ovary.  Rupture  of  Ampulla.  process  0f  absorption, 
(Howard  Kelly.)  anR  completely  dis- 

Half  natural  size.  Operation  by  Peck,  of  Youugs-  rs  . put  when  it 

town,  U.S.  Recovery.  ^ & greater 

development,  it  becomes  mummified,  or  is  changed  into  adipoceie. 
Such  a foetus  may  remain  many  years  in  the  abdomen,  and  give  me 
to  no  symptoms.  In  other  cases,  after  the  lapse  of  a longei  oi 
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shorter  time,  the  sac  containing  the  foetus  may  undergo  suppuration, 
and  result  in  an  abscess  which  discharges  through  the  bladder, 
rectum,  vagina,  or  externally ; the  contents  of  such  an  abscess 
consist  largely  of  foetal  bones.  Thus,  in  a case  recorded  by  Currier, 
in  which  abdominal  section  was  undertaken  fourteen  years  after 
the  occurrence  of  ectopic  gestation,  on  ac- 
count of  septic  development,  a quantity  of 
offensive  fluid  was  found  in  the  abdomen, 
and  foetal  bones,  a hundred  and  twenty-six 
in  number,  were  removed.  In  several  re- 
corded cases,  as  in  one  of  Mayo  Robson’s, 
the  foetus  had  been  converted  into  a litho- 
paedion.  Leopold  removed  a lithopaedion  of 
thirty  years’  duration ; this  was  a case  of 
ovarian  pregnancy. 

Pathology. — The  tube  in  which  an  oosperm 
has  become  arrested  undergoes  certain 
changes ; its  vascularity  greatly  increases, 
and  its  walls  become  thickened.  According 
to  Clarence  Webster,  a true  decidua  forms, 
as  in  the  case  of  uterine  pregnancy.  Bland- 
8>utton  and  others  deny  that  there  is  any 
decidua  formed.  In  any  case,  as  Taylor 
points  out,  a special  zone  of  mucous  mem- 
brane differentiates  into  a potential  decidua 
serotina,  and  within  this  zone  the  chorionic 
villi  develop.  It  is  a remarkable  fact  that 
in  tubal  gestation  a decidua  is  always  formed 
within  the  uterus. 

Considerable  light  has  been  thrown  on  the 
whole  subject  of  the  attachment  of  the  ovum 
within  the  last  few  years ; the  successive 
steps  in  the  process  may  be  stated  histori- 
cally. 

In  1889  Hubrecht  published  a monograph 
on  the  placentation  in  the  hedgehog,  and  therein  he  introduced 
new  ideas  and  new  names  which  have  now  been  generally  accepted 
in  the  embryology  of  the  higher  mammals. 

The  main  point  he  makes  clear  is  that  the  ovum  is  the  active 
agent,  and  builds  its  own  bed  or  placenta,  with  the  passive  co- 
operation of  the  endometrium,  in  opposition  to  the  generally 


Fig.  473. — Lithop^idiox 

REMOVED  FROM  THE  AB- 
DOMINAL Cavity  Four 
Years  after  a False 
Labour.  (Howard 
Kelly.) 

Placental  attachment  to 
right  tube.  Peculiar 
membrane  covering 
features  and  part  of 
body,  with  a deposit  of 
calcareous  salts  in  it 
and  the  skin.  Other 
portions  of  the  skin 
leathery  and  converted 
into  adipocere. 
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accepted  notion  that  the  uterine  endometrium  enfolds  the  ovum,  and 
prepares  and  forms  the  placenta.  rlhe  primitive  epiblast,  growing 
rapidly  into  a thick  layer  of  cells,  becomes  a special  organ  for 
nutrition.  The  true  embryonic  epiblast  is  a very  small  portion. 
The  trophic  epiblast  is  termed  the  trophoblast.  It  actively  eats  up 
the  maternal  tissues,  and  by  its  means  the  ovum  bores  its  way  into 
the  mucous  membrane,  destroying  the  epithelium  and  other  tissues 
until  it  has  become  submucous.  The  hole  of  entrance  is  closed  by 
blood-clot,  which  later  on  organizes.  The  trophoblast  eats  into  and 
forms  intimate  connections  with  the  maternal  blood-vessels,  and  is 
itself  permeated  by  the  foetal  mesoblastic  blood-vessels,  of  which  it 
forms  the  chorionic  epithelium  of  the  villi.  "We  can  thus  under- 
stand how  it  is  able  to  take  on  malignant  action,  and  form  chorion- 
epithelioma,  when  it  is  remembered  that  it  began  life  as  a devouiing 

trophoblast.* 

The  action  of  the  trophoblast  ceases  at  the  seventh  week,  and 
the  villi  have  no  power  of  destroying  maternal  tissue.  The  epi- 
blastic  cells  of  the  trophoblast  become  the  deep  Langhans  layer 
of  cubical  clear  cells,  which  by  changes  form  the  outer  layer  of 
opaque  multinucleated  protoplasm,  without  definite  cell  boundaries. 

termed  the  syncytium. 

The  maternal  reaction  to  this  invasion  by  the  ovum  is  the  forma- 
tion of  the  decidua.  This  decidua  is  formed  by  changes  in  the  cells 
of  the  stroma  of  the  endometrium  and  the  glands.  The  cells  become 
epithelioid  in  character,  i.e.  their  bodies  grow  out  of  proportion  to 
the  nuclei ; glycogen  is  present  in  them.  The  glands  increase  their 
lumina,  while  their  epithelium  proliferates,  becoming  cubical. 

The  decidual  epithelioid  cells  are  affected  chiefly  in  the  superficial 
layers  of  the  endometrium,  and  thus  form  the  compact  layer  of  cells 
of  the  decidua,  resembling  squamous  epithelium ; while  the  dilated 

glands  form  the  spongy  layer  of  the  decidua. 

Just  the  same  process  goes  on  in  the  tube  as  m the  uterus,  when 
the  ovum  stays  there  and  develops,  and  the  differences  between  the 
two  gestations  are  entirely  due  to  the  differences  m anatomy  of  the 
tube  wall  and  the  uterine  wall. 

Between  the  folds  of  mucous  membrane  in  the  tube  the  epithelium 
rests  directly  upon  the  muscle,  save  for  a very  thin  intervening  la>ai 
of  connective  tissue,  of  which  there  is  a greater  quantity  in  the  folds. 
(There  is  a thicker  connective  tissue  layer  in  cases  of  salpingitis.) 
The  ovum  embeds  itself  in  the  tube  in  three  ways : (a)  columnar 

* See  chapter  on  Chorion-epithelioma. 
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embedding,  i.e.  in  a fold  : this  generally  leads  to  abortion,  as  the 
fold  is  not  large  enough  to  contain  for  long  a growing  ovum  ; 
(b)  between  or  by  two  folds  ; (c)  intercolumnar  embedding  into 
mucous  membrane  between  two  folds. 

The  trophoblast  burrows  practically  at  once  into  muscle,  as  there 
is  little  or  no  decidual  formation.  Whereas,  in  the  uterus,  it  opens 
into  capillaries  and  small  arteries  and  veins  which  bleed  only 
slightly,  here  it  may  at  once  open  large  vessels,  with  copious 
bleeding,  whose  pressure  overcomes  the  resistance  of  the  foetal  cells, 
and  the  bleeding  enters  the  ovum,  killing  it,  or  pours  forth  by  the 
tube  or  directly  into  the  peritoneal  cavity.  In  addition,  the  tube 
does  not  grow  fast  enough  to  keep  pace  with  the  growth  of  the 
ovum,  so  that,  later,  rupture  takes  place  from  overdistension  of 
the  tube. 

The  ruptures  up  to  the  seventh  week  are  caused  by  the  erosive 
action  of  the  trophoblast,  which  then  ceases.  The  peritoneum  may 
be  directly  eaten  through  by  the  trophoblast,  or  secondarily  rup- 
tured by  the  force  of  blood  from  an  eroded  large  artery.  In  the 
latter  case  a spurting  artery  may  be  found  on  abdominal  section. 
Seams  and  contraction  of  the  tube  itself  may  lead  to  rupture  when 
the  tube  is  partially  eroded. 

After  the  seventh  week  mechanical  causes  of  rupture  are  practi- 
cally the  sole  ones,  with  the  exception  of  bleeding  which  acts  in- 
directly in  a mechanical  manner.  The  abdominal  ostium  of  the 
tube  ]s  generally  closed  after  the  seventh  week,  and  thus  the  pressure 
is  directed  upon  the  thinned  tubal  wall. 

Tubal  abortion  is  generally  caused  by  the  trophoblast  eating 
through  the  capsularis  into  the  lumen  of  the  tube,  or  by  haemorrhage 
from  eroded  vessels  bursting  into  the  lumen. 

Incomplete  abortion  is  common,  because  the  villi  are  so  deeply 
inserted  into  the  tubal  structures  (muscle)  that  they  cannot  come 
away  ’ that  is,  no  line  of  cleavage  can  be  formed  in  the  tube  owing 
to  the  want  of  depth  and  proper  formation  of  the  mucous  membrane. 

The  abdominal  ostium  of  the  tube  is  closed  when  the  pregnancy 
Is  near  this  end  of  the  tube,  and  later  on  by  clot,  and  this  closure, 
in  all  tubal  cases,  leads  to  the  late  rupture  of  the  tube. 

A tubal  embryo  is  peculiarly  liable  to  perish  from  hemorrhage 
which  results  from  erosion  of  blood-vessels  by  the  trophoblast, 
whereby  the  ovum  is  converted  into  a ‘mole.’  This  bleeding  gene- 
rally bursts  through  the  capsularis  into  the  lumen  of  the  tube,  but 
if  less  resistance  be  offered  in  the  direction  towards  the  peritoneum 
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it  goes  this  way.  The  bleeding  is  now  considered  to  be  from  the 
maternal,  not  the  foetal,  vessels,  and  to  penetrate  the  sub-chonomc 
chamber  merely  by  force. 

Tubal  Mole.— A tubal  mole  is  an  ovoid  mass  averaging  5.  cms. 
in  its  long,  and  3 cms.  in  its  short,  diameter.  On  cutting  a 
mole  open,  the  amniotic  cavity  can  be  usually  recognized,  situated 
excentrically  in  the  midst  of  the  blood-clot ; and  within  the 
amniotic  cavity  the  embryo  may  be  found  (Fig.  474).  Micro 
scopically,  the  mole  is  recognized  as  such  by  the  presence  of  chorionic 
villi  embedded  in  blood-clot.  The  accident  that  leads  to  the  forma- 
tion of  the  mole  has  one  of  two  effects  : tubal  abortion, , in  which  the 
mole  is  partly  or  wholly  detached  from  the  tube,  and  hemorrhage 


CORD  AMNION 

Fig.  474- — A Tubal  Mole.  (After  Walter.) 
Natural  size. 


Fig.  475.— A Uterine  De- 
cidua EXPELLED  IN  A CASE 
of  Tubal  Pregnancy. 
(After  Bland-Sutton.) 


occurs  into  the  abdominal  cavity,  through  the  open  fimbriated  ex- 
tremity of  the  tube  ; or  tubal  rupture,  in  which  haemorrhage  takes 
place  into  the  broad  ligament  or  peritoneal  cavity,  according  to  e 
position  of  the  rupture.  In  either  case  the  accident  is  marked  by 
the  onset  of  uterine  haemorrhage,  of  which  a characteristic  feature 
is  the  presence  amid  the  clots  of  fragments  of  the  decidua  fiom 
uterus.  Sometimes  the  decidua  is  expelled  whole,  or  m two  or  thi  ee 
main  pieces,  forming  a more  or  less  complete  cast  of 
cavity  (Fig.  475)  ; it  is  then  a very  characteristic  object,  eonsis  mg 
of  a fibrous  non-vascular  membrane,  triangular  in  shape,  with  orifices 
at  the  angles  corresponding  to  the  apertures  of  the  uterine  ostia 


Clarence  Webster  lias  recently  recorded  a case  of  undoubted  ovarian 

pregnancy.  The  detailed  description  of  the  histological  features  of  the  tumour 

will  be  found  in  the  American  Journal  of  Obstetrics,  July,  1904.  The  ovum 

was  situated  entirely  within  the  substance  of  the  ovary.  There  was  no 

corpus  luteum  present  in  the  gestation  sac,  showing  that  the  ovum  was  not 

fertilized  in  a ripe  follicle.  Webster,  advocating  the  development  of  the 

human  fertilized  ovum  in  tissue  derived  from  the  Mullerian  duct,  and  the 

extension  of  Mullerian  tissue  into  the  ovary,  taken  in  conjunction  with 

the  observations  of  Schmorl,  and  others,  which  showed  the  occasional 

occurrence  of  decidual-like  cells  in  the  ovary  in  cases  of  uterine  pregnane}7, 

suggests  that  these  areas — detached  portions  of  Mullerian  tissue — through  a 

special  genetic  reaction  determine  the  embedding  and  growth  of  a fertilized 

ovum  in  the  ovarv.* 

*/ 


* Williamson,  Jour.  Ob*t.  and  Gyn.  Brit.  Emp.,  Sept.,  1904. 
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Unruptured  Tubal  Gestation  in  which  the  Embryo  has  Perished 
the  Fourth  Week  from  Haemorrhage  into  the  Membranes. 
Scharlieb.) 

Removed  successfully  by  operation  three  months  later. 
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the  tubes  and  the  internal  os  respectively,  and  with  a shaggy  ex- 
terior. Similar  casts  are  found  in  membranous  dysmenorrhcea,  the 
main  difference  being  that  the  latter  are  smaller,  and  are  passed  at 
recurrent  intervals  coinciding  with  the  menstrual  periods. 

Winckel  says  that  a decidual  cast  of  the  uterus  occurs  in  nearly 
every  case  within  the  first  four  months,  even  when  the  pregnancy 
goes  to  term. 

Symptoms  and  Signs  of  Tubal  Pregnancy. — Up  to  the  time  of 
the  sixth  or  eighth  week,  there  is  little  to  distinguish  a tubal  from 
a uterine  pregnancy,  beyond  the  fact  that  there  may  be  a little 
aching  in  one  side  ; if  an  examination  be  made,  the  uterus  will  be 
found  rather  smaller  than  it  should  be  for  the  term  of  pregnancy, 


Fig. 


476.— Tubal  Pregnancy  in  a Case  in  which  the  Fallopian 

ATROPHIED,  WITH  ACCIDENTAL  RENT  IN  THE  NoN-IMPREGNATE 


Tubes  were 
d Tube. 


(Taylor.) 

Specimen,  Mason  College  Museum. 


and  one  tube  may  be  made  out  to  be  enlarged.  A gravid  tube  is, 
however,  rarely  discovered  before  rupture.  When  rupture  occurs,’ 
and  the  pregnancy  is  uninterrupted,  there  may  be  a total  absence 
of  symptoms  pointing  to  an  abnormal  gestation,  and  the  patient 
may  go  on  to  term,  expecting  an  ordinary  confinement. 

Symptoms  and  signs  must  now  be  considered  as  met  with  in  the 
following  circumstances : — 


Early  tubal  rupture. 

Tubal  abortion. 

Later  tubal  rupture. 
Tubo-abdominal  pregnancy. 

1 ubo-ligamentary  pregnancy. 
I u bo-uterine  pregnancy. 
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Early  Tubal  Rupture.— The  history  of  this  rare  occurrence  is 
that  a woman  in  good  health,  whose  monthly  period  is  about  a 
week  overdue  or  irregular,  is  overtaken  by  a sudden  pain  and 
alarming  collapse,  quickly  followed  by  all  the  signs  of  profuse 
internal  lisemorrhage.  If  surgical  aid  be  not  forthcoming,  the 
patient  dies  after  an  illness  of  eight  to  forty-eight  hours’  duration. 
On  vaginal  examination,  there  may  be  nothing  felt  except  a vague 
boggy  fulness  in  the  pouch  of  Douglas ; but  if  the  bleeding  has 
been  going  on  for  some  time,  there  will  probably  be  dulness  on 
percussion  above  the  pubes  and  in  the  flank.  According  to  Taylor, 
the  tubes  in  these  eases  are  nearly  always  ill-developed  and  small, 
with  the  muscular  coat  defective,  the  uterine  ostium  small,  and 
abdominal  ostium  patent. 

Tubal  Abortion.— This,  as  explained,  means  the  outpouring  ot 


Fig. 


477. Tubal  Abortion,  showing  the 

Diameter  of  the  Clot  in  the  Ampulla 


Distended  Cavity,  the  Greater 
preventing  its  Escape.  (Howard 


Kelly.) 


Natural  size.  Operation.  Recovery. 


blood  through  the  abdominal  ostium,  together  with  the  formation  of 
a mole.  The  latter  may  be  retained  within  the  tube  (Fig.  ), 
or  expelled  with  the  blood  into  the  peritoneal  cavity  (Iig. 
and  the  tubal  abortion  is  accordingly  described  as  complete  or 
incomplete.  Incomplete  abortion  is  very  much  commoner  .than 
complete,  since  the  union  of  the  villi  with  the  muscle  wall  is  so 
intimate  that  complete  separation  is  rare.  Complete  tubal  abortion 


PLATE  LXXIV. 


Hematocele  Retro-uterine— Tubal  Abortion.  (Bumm.) 

ovum  extiuded  from  tire  tube  into  the  cavity  of  tlie  hsematocele  ; 2,  cavity  of 
the  hsematocele  sac  filled  with  extravasated  blood;  3 and  4,  wall  of  the 
hsematocele  sac ; 5,  fundus  uteri. 


[To  face  p.  700. 


PLATE  LXXY. 


j 1 

Instantaneous  Photograph  of  Retro-uterine  Hematocele  from  Rupture  of  the 
Fcetal  Sac  in  the  Isthmus  of  the  Left  Fallopian  Tube.  (Bumm.) 

A,  vermiform  appendix;  C,  cmcum;  B,  sigmoid;  D hematocele  sac;  E,  ii  mbi  ia  ^ 

of  tube  ; G,  isthmus  of  left  tube ; H,  tubal  gestation  ; I,  uterine  end  oft^J  ,11^ 

tube ; J,  fundus  uteri. 
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is  accompanied  by  haemorrhage,  which  is  usually  severe,  but  is  not 
repeated,  and  may  not  be  fatal ; but  with  incomplete  abortion  the 
tendency  to  bleeding  con- 


tinues as  long  as  the 
mole  is  retained,  just  as  a 
retained  placenta  leads  to 
continued  uterine  haemor- 
rhage. The  blood  may 
be  poured  out  abundantly, 
or  it  may  assume  the  cha- 
racter of  a * blood-drip,’ 
as  Taylor  calls  it.  The 
effused  blood  is  called  a 
pelvic  haematocele ; this 
term  was  formerly  used 
to  describe  a definite 
pathological  condition, 
whose  origin  was  not 
known.  Now  it  is  almost 
universally  regarded  as 
due  in  every  case  to  tubal 
pregnancy,  and,  as  de- 


Fig.  478. — Ectopic  Gestation,  showing  the 
Dilated  and  Thickened  Tube  with  the 
Adhesions  to  the  Ovary.  (Howard  Kelly.) 

In  this  case  a perfect  tube  cast  was  thrown  oft 
into  the  abdominal  cavity.  Operation.  Re- 
covery. Three-fourths  natural  size. 


seriptive  of  a separate  condition,  the  term  may  be  regarded  as 
obsolete.  Hiematoceles  vary  in  character  : when  due  to  tubal  abor- 
tion, the  blood  is  generally  circumscribed  so  as  to  form  a definite 
tumour ; on  the  other  hand,  if  caused  by  tubal  rupture,  the  limiting 
membrane  may  be  slender  and  ill-defined,  and  liable  to  sudden  and 
marked  alterations  from  fresh  bleeding ; or  the  escape  of  blood  may 
not  be  circumscribed,  but  £ diffuse,’  when  it  is  checked  only  by 
operation  or  death.  It  does  not  then  come  properly  under  the 
category  of  a haematocele.  From  this  description,  the  nature  of 
the  symptoms  of  a tubal  abortion  may  be  inferred.  The  patient  is 
first  seized  with  a sudden  faintness,  accompanied,  as  a rule,  by 
sharp  pain  ; this,  if  the  bleeding  be  free,  merges  into  a deepening 
collapse.  "W  hen  the  latter  takes  the  form  of  a blood-drip,  the 
patient  may  partially  recover,  although  liable  to  recurring  attacks 
of  collapse  when  the  retained  mole  leads  to  repeated  outpourings  of 
blood.  Sometimes  each  attack  is  accompanied  by  sharp  pain,  due 
to  ‘ tubal  colic  ; ’ and  in  some  of  these  cases  it  is  found,  on  opening 
thn  abdomen,  that  the  tube  has  repeatedly  filled  with  blood  which 
has  become  converted  into  a clot  forming  a cast  of  the  tube  ; and 
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that  each  cast  has  been  expelled  with  a fresh  accession  of  pain  and 
bleeding.  On  vaginal  examination  of  a case  of  tubal  abortion,  a 

o o 


Fig.  479 —Hematocele  Capsule  seen  from  within, 
with  the  Fimbriated  End  of  the  Tube  in  Posi- 
tion. (Taylor.) 


boggy  tumour  is 
found  occupying 
the  pouch  of  Doug- 
las ; and  on  one  or 
other  side  a swell- 
ing is  felt  in  the 

O 

situation  of  the 
tube.  The  lateral 
swelling  is  more 
marked  in  cases 
of  incomplete  tubal 
abortion. 

The  diagnosis  is 
completed  by  the 
history  of  the  case, 


which  elicits  the  fact  that  the  patient  had  missed  one  or  two 
menstrual  periods,  and  thought  herself  pregnant  ; she  may  state 
that  a relatively  long  period  of  sterility  has  ‘elapsed  since  her  last 
pregnancy,  or  that  she  has  not  been  previously  pregnant. 

Later  Tubal  Rupture.— This,  like  tubal  abortion,  generally  takes 


Fig.  480.— Left  Ectopic  Gestation.  Rupture  at  Juncture  of  the 
Ampulla  with  the  Isthmus.  (Howard  Kelly.) 

Natural  size.  Operation.  Saline  injection  and  recovery. 
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place  between  the  eighth  and  twelfth  weeks  of  pregnancy — unlike 
the  early  rupture.  It  occurs  into  the  peritoneal  cavity  (Fig.  480) 
or  into  the  broad  ligament  (Fig. 

481);  and  the  symptoms  will 
vary  accordingly.  In  the  for- 
mer case,  the  symptoms  are  J| 
sudden  and  alarming ; in  the 
latter  case,  they  are  less  marked, 
and  may  be  followed  by  com- 
plete recovery.  The  history  of 
the  case  resembles  that  de- 
scribed under  tubal  abortion. 

The  condition  found  on  vaginal 
examination,  when  the  rupture 
is  intra-peritoneal,  is  hardly  dis- 

tinguishable  from  that  found  in  Fib.  481.— BroaiTligament  Pregnancy. 
the  case  of  tubal  abortion,  but  Cavity  ix  the  Broad  Ligament. 
when  the  rupture  is  mesometric,  ( * AYLOR0 

there  is  no  fulness  to  be  dis-  tube  has  disappeared ; rupture  of 
covered  in  the  pouch  of  Dou- 


the  middle  third,  which  forms  the 
vault  of  the  pregnancy;  placenta 
(Taylor  says)  would  be  found  in  the 
root  and  lateral  wall  of  the  chamber. 
It  lay  above  the  foetus. 


glas;  on  the  other  hand,  the 
lateral  swelling  is  much  more 
marked.  A large  proportion 
of  the  cases  formerly  described  as  pelvic  hasmatoma  belong  to  this 
category ; it  is  the  only  kind  of  tubal  pregnancy  that  can  be  safely 
left  without  surgical  interference,  under  proper  observation  ; but 
even  these  cases  may  require  operation  sooner  or  later.  Later 
rupture  of  the  tube  may  result  at  once  in  the.  death  of  the  foetus : 
or  this  latter  may  continue  to  develop,  if  the  placental  attachments 
have  not  been  too  much  interfered  with,  into  one  of  the  forms  to 
be  next  described.  An  important  symptom  of  both  abortion  and 
rupture  of  a gravid  tube  is  uterine  haemorrhage,  associated  with 

the  discharge  of  larger  or  smaller  portions  of  decidua,  as  previously 
described. 

Tubo-abdominal  Pregnancy.— We  have  said  that  this  condition 
may  go  on  to  full  term  without  any  suspicion  being  excited  that 
the  foetus  is  not  within  the  uterine  cavity.  At  term  a spurious 
labour  sets  in  ; the  os  uteri  dilates  to  some  extent,  but  no  further 
progress  is  made.  The  medical  attendant  is  then  led  to  explore 
the  interior  of  the  uterus,  which  is  found  empty,  and  of  small  size 
On  abdominal  palpation,  the  foetal  limbs  may  be  made  out  much 
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more  distinctly  than  is  consistent  with  intra-uterine  pregnancy.  If 
the  true  state  of  things  be  not  detected,  the  labour  pains  gradually 
cease,  the  foetus  dies,  and  is  converted  into  adipocere  or  into  a 
lithopsedion  (Fig.  473). 

In  other  cases,  pregnancy  does  not  proceed  so  smoothly  ; the  sac 
may  contract  pelvic  adhesions,  and  become  incarcerated  in  the 
pouch  of  Douglas,  simulating  retroversion  of  the  gravid  uterus. 
Pelvic  inflammation  then  commonly  supervenes,  and  this,  together 
with  the  pressure  symptoms,  will  generally  lead  to  surgical  inter- 
ference, and  to  a discovery  of  the  true  state  of  matters. 

Tubo-ligamentary,  or  Mesometric,  Pregnancy.  — Mesometric 
pregnancy  cannot  proceed  beyond  the  fourth  or  fifth  month  without 
giving  rise  to  serious  symptoms  and  well-marked  physical  signs, 
due  to  pressure  of  the  gestation-sac  on  the  pelvic  contents.  The 
symptoms  will  be  those  of  pelvic  inflammation  and  pressure;  on 
examination,  a swelling  will  be  detected  in  the  iliac  fossa,  and  the 
enlarged  and  pushed-up  uterine  fundus  will  probably  be  felt  in  the 
middle  line,  or  pushed  over  to  the  opposite  side.  On  vaginal 
examination,  the  broad  ligament  is  found  occupied  by  a small  swell- 
ing, feeling  rather  like  an  inflamed  broad  ligament  cyst.  The 
symptoms  of  pregnancy— amenorrhcea,  morning  sickness,  and  milk 
in  die  breasts — may  be  well  marked ; and  if,  in  addition,  there  is 
a clear  history  of  an  attack  of  syncope  or  iliac  pain,  a correct 
diagnosis  is  fairly  easily  arrived  at.  In  the  absence  of  such  history 
and  symptoms,  however,  the  diagnosis  may  be  very  difficult;  indeed, 
it  may  not  be  made  until  the  abdomen  is  opened. 

In  other  and  rarer  cases,  the  increasing  pressure  within  the 
broad  ligament  leads  to  secondary  rupture  of  the  gestation-sac  ; this 
is  specially  liable  to  occur  in  that  variety  of  mesometric  gestation 
in  which  the  foetus  lies  above  the  placenta,  since  the  restraining 
membrane,  consisting  of  foetal  envelopes  and  thinned-out  broad 
ligament,  is  much  less  resistant  than  when  it  is  composed  of 
placenta.  When  this  accident  takes  place,  the  patient  is  again 
placed  in  jeopardy,  owing  to  the  risk  of  fatal  haemorrhage ; but  if 
this  risk  be  averted,  the  foetus  will  probably  continue  to  develop, 
the  pregnancy  being  then  of  the  type  of  the  ‘ tubo-ligamentary- 
abdominal  ’ invasion  (see  under  Classification).  This  pregnancy,  like 
the  tubo-abdominal,  may  go  on  to  full  term,  and  the  same  sequence 


of  events  takes  place. 

Tubo-uterine,  or  Interstitial,  Pregnancy. 

ectopic  gestation  in  which  arrest  of  the 


— This  is  a rare  form  of 
ovum  has  taken  place 
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within  the  portion  of  the  tube  near  the  uterine  ostium.  As  a rule, 
rupture  occurs  early,  and  it  is  one  of  the  most  rapidly  fatal  forms, 
owing  to  the  fact  that  the 
rent  involves  the  highly 
vascular  uterine  tissue.  But 
here  also  there  is  a way  of 
escape  if  the  rent  open  up 
the  uterine  substance  in- 
stead of  passing  through  the 
peritoneal  coat.  The  later 
development  of  the  case  is 
that  secondary  rupture  takes 
place  into  the  uterine  cavity, 
or  into  the  peritoneum. 

Very  little  is  known,  how- 
ever, of  this  subject ; and  it 
is  probable  that  some  cases 
at  least,  described  as  belong- 
ing  to  this  class,  have  really 
been  instances  of  pregnancy 
in  the  rudimentary  horn  of 
a uterus  unicornis. 

Rudolph  Smith  and  Her- 
bert Williamson  recorded  an 
unusual  case  of  ectopic  ges- 
tation/ The  patient  had 

last  menstruated  in  March,  1901.  On  January  17,  1902,  the  fcetal 
movements  ceased,  and  the  fcetal  heart  could  not  be  heard.  A 
brown  and  watery  discharge  was  noticed.  Thirteen  days  later,  an 
attempt  was  made  to  deliver  the  foetus.  Three  months  later  the 
a domen  was  opened,  and  a tumour  lying  between  the  layers  of  the 
left  broad  ligament,  joined  to  the  uterus  by  the  base  of  the  broad 
igament,  was  removed.  The  broad  pedicle  was  ligatured  in  live 

* °nS.‘  . e *,umoul  was  spherical  in  shape,  and  measured  21-1 

inches  in  circumference.  The  greater  part  of  it  was  covered  by 
peritoneum,  with  enlarged  veins  lying  underneath.  The  only  portion 
evcu  o peritoneum  was  a triangular  area  near  its  lower  portion, 
marking  the  lines  of  reflection  of  the  two  layers  of  the  broad  ligament. 
The  relations  of  the  Fallopian  tube  to  the  round  ligament  and  the 
attachment  of  the  tumour  to  the  uterus,  are  shown  in  the  drawing, 

o 

* Jour.  OLstet.  Gyn.  Brit  Emp.,  yol:  Hi.  p.  27. 


Fig.  482.  — Ectopic  Gestation,  Tibo- 
UTERINE  OR  INTERSTITIAL  PREGNANCY. 
(Taylor.) 

The  sac  of  pregnancy  appearing  to  lie  across 
the  fundus  from  right  to  left.  In  reality, 
as  pointed  out  by  Taylor,  the  unaltered 
part  of  the  fundus  lies  altogether  to  one 
side  of  this  sac  of  pregnancy  (Guy’s  Hos- 
pital Museum). 
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The  lumen  of  the  Fallopian  tube  was  closed,  but  that  of  the  ostium 
was  not.  An  oval  fibrous  structure  represented  the  uterine 
attachment  of  the  round  ligament.  Behind  the  broad  ligament  the 
ovary  was  seen,  with  the  ovarian  ligament  attached  directly  to  e 
wall  of  the  tumour.  The  cavity  of  the  tumour  was  occupied  by 
the  body  of  a well-developed  child.  All  these  points  show  that  the 
origin  of  the  sac  was  uterine,  and  the  pregnancy  a typica  cornual 
one.  The  authors  think  that  it  is  possible  that  the  pedicle  of  the 
tumour  was  originally  patent,  and  that  the  closure  of  the  canal 


Fig.  483. — Cornual  Pregnancy. 


(Rudolph  Smith  and  Herbert^ Williamson.) 


occurred  after  impregnation.  Murdoch  Cameron  suggests  that  there 
may  have  been  a small  channel  or  tubule  in  the  cervix,  which  was 
afterwards  obliterated,  or  that  a continuous  channel  was  formed  by 
one  Fallopian  tube  grasping  the  other.  Galabm,  Targett,  i uic <x  1 
Cameron,  J.  W.  Sinclair,  and  Bland-Sutton  have  each  recorded 
cases  of  ectopic  gestation  going  to  full  term  without  rupture  ot  t u 
sac  In  Sinclair’s  case  the  pregnancy  was  regarded  by  him  as  tu  a . 
“ Repeated  Ectopic  Gestation.-Many  cases  of  repeated  ectopic 
pregnancy  have  been  reported  : for  instance,  Falk  of  Jena  operate 
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upon  a woman  who  first  underwent  laparotomy  in  1894  for  tubal 
pregnancy  in  the  right  tube,  and  who  was  operated  upon  again  in 
1897  for  pregnancy  of  the  left  tube,  doing  well  on  each  occasion. ' 

Diagnosis. — In  the  first  half  of  pregnancy  the  difficulty  is  to  make 
sure  that  this  is  present ; in  the  second  half  the  trouble  is  to 
make  certain  that  the  gestation  is  extra-uterine.  The  main  points 
in  diagnosis  have  been  indicated  in  the  account  of  symptoms  and 
signs,  and  may  be  summarized  as 
follows : — 

(a)  Before  rupture  or  abortion, 
diagnosis  will  probably  be  made  by 
accident,  because  the  only  symp- 
tom, other  than  those  associated 
with  pregnancy,  is  pain  or  aching 
in  one  side.  No  doubt  in  most 
cases  there  are  obscure  pains,  and 
were  careful  bimanual  examina- 
tions made  more  often,  early  tubal 
pregnancies  would  be  diagnosed 
more  frequently.  If  these  lead  to 
examination,  a swelling  will  be 
discovered  on  one  side  of  the 
uterus,  in  the  region  of  the  tube ; 
pulsating  vessels  will  be  felt  in 
the  corresponding  vaginal  vault; 
and  the  uterus  will  be  felt  to  be 
smaller  than  a gravid  uterus  of 
the  same  period.  It  may  be  diffi- 
cult to  diagnose  the  case  from  one  of  diseased  appendages  or  a 
small  ovarian  or  broad  ligament  cyst. 

(b)  At  the  time  of  rupture  or  abortion,  the  diagnosis  of  a typical 
case  is  not  difficult,  if  the  following  points  be  noted : The  patient  may 
have  been  sterile  for  some  years,  but  is  otherwise  in  good  health  ; she 
has  missed  one  or  two  periods,  after  which  there  has  been  uterine 
haemorrhage,  dark  in  colour,  moderate  in  amount,  and  persistent  in 
its  course.  With  the  blood  there  has  been  the  passage  of  some 
membrane,  as  a complete  decidua,  in  several  pieces,  or  in  shreds ; 
the  onset  of  bleeding  has  been  accompanied  by  sharp  one-sided 
pain  and  by  collapse,  and  there  may  have  been  repeated  attacks  of 
this  kind,  or  the  collapse  has  been  continuous  and  progressive.  On 

* Zeitschrift  f.  Geb.  u.  Gyn.,  33,  2. 
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examination,  marked  pulsation  is  felt  in  one  vaginal  vault,  and  on 
this  side  there  is  a tubal  tumour  which  may  or  may  not  be  associated 
with  a swelling  (haematpcele)  in  the  pouch  of  Douglas,  displacing 
the  uterus  forwards  or  to  one  side ; if  explored,  the  uterus  is 
found  empty,  and  there  may  be  milk  in  the  breasts,  and  other 
symptoms  of  pregnancy.  It  is  often  difficult  to  diagnose  between 
tubal  rupture  and  tubal  abortion.  Sudden  and  profound  shock, 
associated  with  a swelling  in  the  pouch  of  Douglas,  is  indicative 
of  intra-peritoneal  rupture  ; less-marked  collapse,  especially  if  re- 
current, together  with  post-uterine  swelling,  points  to  tubal  abor- 
tion ; slight  shock  with  a marked  swelling  in  the  broad  ligament  is 

probably  extra-peritoneal  rupture. 

(c)  Extra-uterine  gestation  at  or  about  mid-term,  after  the 
primary  rupture  has  been  recovered  from,  will  present  some  of 
the  symptoms,  but  none  of  the  signs,  of  uterine  pregnancy. 

About  this  time  the  conditions  which  may  be  mistaken  for  extra- 


uterine  pregnancy  are — 

1.  Simple  abortion.  In  this  case  the  operative  interference  by 
dilatation  and  curetting  may  dangerously  affect  an  extra-uterine 
pregnancy.  The  histories  of  simple  abortion  and  of  exti  a uterine 
pregnancy  are  often  similar,  but  the  physical  signs  are  quite  dif- 
ferent, and  a careful  bimanual  examination  with  an  empty  bladder 
will  differentiate  them. 

2.  Intra-uterine  pregnancy  complicated  by  pelvic  tumour.  Here 
care  and  caution  are  required,  as  otherwise  abortion  may  be  in- 
duced. As  there  are  generally  no  urgent  symptoms,  in  these  states 
of  doubt  a little  time  will  soon  decide  where  the  foetus  is  growing. 

3.  Betrojiexion  of  the  gravid  uterus.  This  is  a very  important 
condition  to  bear  in  mind.  And  especially  we  have  to  recollect  the 
possibility  of  an  extra-uterine  pregnancy  before  any  attempt  is 
made  to  reduce  a supposed  retroflexed  pregnant  uterus.  Retention 
of  urine  is  more  common  in  gravid  retroflexion,  and  uterine  colic, 


with  membranous  casts,  in  ectopic  pregnancy. 

4.  Pyosalpinx.  When  in  a case  of  double  pyosalpinx  there  is 
amenorrhoea,  the  case  may  be  very  difficult  to  diagnose  from  extra- 
uterine  pregnancy.  Especially  is  this  so  when  the  signt.  of  old 
gonorrhoea  may  perhaps  be  established,  since  gonorrhooa  is  a! v 

known  as  a cause  of  extra-uterine  pregnancy. 

However,  the  history  will  usually  clear  up  the  diagnosis, 
more  recent  the  gonorrhoea,  the  less  likely  is  ectopic  gestation. 

• 1 R ^ ^ 


Th 


e 


5. 


Myoma.  In  this  case  a chronic  tubal  or  peritubal  hrematocele 
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of  firm  consistence  and  closely  applied  to  the  uterus  may  be  mis- 
taken for  a myoma.  Uterine  haemorrhage  will  occur,  and  a globular 
mass  united  to  the  uterus  will  be  felt. 

Usually  the  characteristic  earlier  history  of  extra-uterine  preg- 
nancy will  be  obtainable,  and  the  acute  abdominal  pain  is  not  found 


in  myoma. 

6.  Twisted  pedicle  tumours  of  the  tube  or  ovary.  These  are  usually 
not  so  intimately  connected  with  the  uterus  as  extra-uterine  gestation. 

(d)  Extra-uterine  gestation  at  term  is  sometimes  suspected  when 
the  foetal  parts  can  be  felt  with  abnormal  distinctness  on  abdominal 
palpation ; but  the  diagnosis  is  only  definitely  made  when  the 
uterus  is  explored  at  the  onset  of  labour  and  found  empty. 

When  the  abdomen  is  opened,  ectopic  gestation  can  be  diag- 
nosed with  certainty  by  finding,  (a)  the  foetus,  or  (6)  chorionic  villi 
in  the  tube.  The  presence  of  a mole  may  be  regarded  as  patho- 
gnomonic. 


Prognosis. — The  gravest  complications  of  tubal  pregnancy  are 
early  rupture,  later  intra-peritoneal  rupture,  and  tubo-uterine  rup- 
ture. In  the  case  of  rupture  into  the  broad  ligament,  surgical 
intervention  is  not  so  urgent,  and  in  some  cases  is  not  necessary. 
If  pregnancy  continue,  the  patient’s  life  is  constantly  threatened 
by  the  risk  of  secondary  rupture,  grave  pressure  symptoms  or 
septicaemia.  These  i isks  persist  after  the  full  term  of  pregnancy 
has  passed.  When  operation  is  undertaken,  the  prognosis  is  good, 
except  in  the  case  of  operation  at  term  with  a still  active  placenta  • 
m the  latter  case,  the  operation  is  one  of  the  most  formidable  in 
the  whole  range  of  surgery. 


Treatment.  It  may  be  stated  generally  that  whenever  tubal 
gestation  is  discovered,  operation  for  the  removal  of  the  foetus  and 
sac  should  be  undertaken  at  the  earliest  possible  moment.  The 
question,  however,  has  to  be  considered  in  some  further  detail. 

At  the  time  of  primary  rupture  or  abortion,  operation  is  required 
in  every  instance,  with  the  possible  exception  of  cases  of  rupture 
into  the  broad  ligament,  where  it  is  allowable  to  wait  and  watch. 
The  risk  of  operation  is  far  less  than  the  continuance  of  the  bleed- 
ing, which  may  not  cease  until  life  is  extinct.  The  operation  is 
quite  simple,  and  consists  of  the  evacuation  of  the  blood-clots,  and 
the  removal  of  the  affected  tube  and  ovary,  or  rather  the  ligature 
of  the  ovarian  and  uterine  arteries  or  their  branches.  In  an  early 
ampullary  gestation  it  is  possible  that  the  ovary  and  more  than  half 
the  tube  may  be  saved,  Olshausen  advocates  conservative  resection 
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of  the  tube  in  suitable  early  cases.  The  method  of  operation  will 
vary  according  as  the  indication  for  operation  is  diffuse  haemorrhage 
or  a localized  tumour  (Taylor).  Operations  for  haemorrhage  may  be 

required  in — 

1.  Early  rupture  of  the  tube. 

2.  Later  rupture  of  the  tube. 

3.  Secondary  rupture  of  a broad  ligament  pregnancy  or  peritubal 

liaematocele. 


4.  Rupture  of  a tubo-uterine  pregnancy. 

The  operation,  being  one  of  emergency,  may  involve  abdominal 
section.  When  operating  for  a localized  hsematocele  or  for  an 
intact  pregnancy,  some  surgeons  advocate  vaginal  cmliotomy,  whilst 
others  prefer  abdominal  section.  In  the  main,  it  is  a question  of 
individual  predilection.  For  a true  retro-uterine  hsematocele,  the 
best  plan  will  generally  be  incision  of  the  mass  through  the  posterior 
fornix.  For  unruptured  tubal  pregnancy,  colpotomy  is  easy  if  the 
vaoina  be  capacious.  For  mesometric  pregnancy,  where  the  fetus 
lies  below  the  placenta,  the  safest  operation  in  some  cases  will  be 
the  delivery  of  the  foetus  through  a vaginal  incision,  the  broad 
ligament  being  then  packed  with  gauze.  Donald  reports  a case 
where  this  was  done  as  late  as  the  seventh  month.  The  abdomen 
had  first  been  opened,  and  the  placenta  found  in  such  a position 
that  its  removal  was  not  considered  safe. 


Case  of  Tubal  Gestation  with  attempted  Abortion  ; the  Haematocele 
Sac  containing  Ovarian  Tissue,  and  incorporated  with  the 

Broad  Ligament.  (H.  M.-J .) 


The  tube  and  sac  wall  shown  in  Plate  LXXVI.  were  removed 
from  a lady,  aged  29,  who  had  been  married  for  seven  years  : a 
nullipara.  Catamenia  had  been 'regular  until  six  weeks  before  the 
operation,  when  she  missed  a fortnight.  She  was  then  attacked  by 
pain  in  her  right  side.  At  the  end  of  fourteen  days  the  catamenia 
appeared,  and  hemorrhage  continued  until  the  date  of  the  operation. 
The  discharge  was  rather  offensive,  and  very  dark  m colour, 
examination  an  adnexal  swelling  was  found  filling  Douglas  s pouc  i. 
The  uterus  was  fixed.  Immediate  operation  was  decided  upon. 

At  the  operation  the  hsematocele  sac  was  completely  covered  by 
the  broad  ligament,  being  incorporated  with  one  layer  of  the  latter. 
A Clamp  was  applied  on  its  outer  side,  and  the  tubo-ovarian  vessels 
tied  off.  A clamp  was  next  placed  on  the  uterine  side,  and  the 


PLATES  LXXYI.  and  LXXVIT. 


Light  Peritubal  Hematocele  with 


the  Outer  Surface  of  the  Wall 


of  the  Sac.  (Author.) 

The  anterior  wall  was  incorporated  with  the  broad  ligament.  The  window  was 
cut  into  the  ovarian  stroma.  The  distended  tube  is  seen  above,  the  section 
of  which,  for  the  purpose  of  examination,  appears  at  the  inner  pole.  The 

ovary  was  flattened  out  on  the  back  of  the  sac,  and  was  diagnosable  only 
on  section.  J 


Shows  THE  Anterior  Wall  of  the  Sac  and  Ovarian  Stroma.  (Author.) 

ie  ent‘re  hematocele  sac  was  removed  in  the  manner  described  in  the  text 

nu  nos? T S<ien  u thS  °Uter  extremity  of  the  tube  was  made  for  the 
pm  pose  of  examination.  (See  pp.  710,  711,  for  description  of  the  gestation.) 

[To  face  p.  710. 
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broad  ligament  divided  and  ligatured.  An  effort  was  now  made  to 
peel  off  the  sac  wall  and  remove  it  in  its  entirety,  but  this  was  not 
possible,  and  part  of  it  had  to  be  enucleated  in  pieces.  Home  bleed- 
ing vessels  deep  in  the  pelvis  were  ligatured,  the  cut  ligament  united 
by  suture,  and  the  peritoneum  closed  completely.  The  following  is 
the  pathological  report  made  for  me  by  Cuthbert  Lockyer 

On  examination  an  adnexal  swelling  was  found  filling  Douglas’s  pouch. 
The  uterus  was  fixed.  Immediate  operation  was  decided  upon. 

The  preparation  consists  of  a distended  left  fallopian  tube  to  which  is 
attached  along  its  lower  border  part  of  the  wall  of  a hsematocele  sac. 

The  above  tube  measures  7 cms.  in  length.  At  its  uterine  end  it  is  normal 
in  size,  but  it  at  once  begins  to  enlarge  gradually  into  a dark-coloured  cyst 
with  thin  walls. 

The  distended  part  of  the  tube  occupies  the  outer  4 cms.,  and  its  diameter 
measures  8 cms.  The  ostium  abdominale,  owing  to  a twist  in  the  ampulla 
of  the  tube,  faces  downwards  and  inwards,  instead  of  directly  outwards.  Jt 
is  patent,  sufficiently  so  to  admit  a crow-quill.  When  the  hematocele  sac 
was  intact  the  ostium  opened  directly  into  it  in  the  usual  manner  of  a peri- 
tubal hematocele. 

The  hematocele  sac  contains  ovarian  tissue.  The  ovary  has  in  fact  been 
flattened  and  spread  out  on  the  back  of  the  sac,  and  has  become  incorpo- 
rated with  the  adventitious  fibrous  tissue  to  such  an  intimate  degree  as  to  be 
diagnosable  only  upon  section.  A window  has  been  cut  into  the  ovarian 
stroma,  and  the  tissue,  which  was  removed  from  the  oblong  gap  seen  in  the 
photo,  shows  unruptured  Graafian  follicles,  one  of  which  contains  a degene- 
rate ovum;  it  also  shows  the  remains  of  corpora  lutea  and  much  dense 
ovarian  stroma. 

The  blood-clot  which  was  removed  (during  the  operation)  from  the  lieema- 
tocele  sac  weighed  half  an  ounce  after  hardening.  It  contains  no  chorionic 
villi.  The  dark  thin-walled  tubal  swelling  has  been  cut  through  at  its 
uterine  and  at  its  ampullary  extremities.  Discs  of  tissue,  including  the 
entire  transverse  section  of  the  tube  at  these  two  levels,  show  that  the  lumen 
is  occupied  by  blood-clot,  which  contains  degenerate  Hbrolic  chorionic  villi. 
No  decidual  tissue  is  apparent.  The  plicae  are  much  flattened  out,  but  they 
are  covered  by  intact  cubical  epithelium. 

The  amount  of  haemorrhage  has  been  too  free  to  show  any  sign  of  a capsu- 
laris  around  the  implantation  of  the  ovum. 

Diagnosis. — This  is  obviously  a case  of  primary  tubal  gestation  with 
attempted  abortion.  None  of  the  gestation  products  escaped  through  the 
ostium,  but  the  haemorrhage  therefrom  was  gradual  enough  to  allow  of  the 
formation  of  a peritubal  haematocele.  At  the  time  of  removal,  the  gestation 
products  in  the  tube  were  reduced  to  a carneous  molar  formation,  with  total 
suppression  of  the  amniotic  sac. 

Plate  LXXVII.  shows  the  tube  and  posterior  wall  of  the  sac  ; the  anterior 
wall  was  so  incorporate  with  the  posterior  layer  of  the  left  broad  ligament 
that  it  could  not  be  removed  entire,  and  is,  therefore,  not  represented. 
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A case  of  Culling  worth’s  illustrates  the  difficulties  of  diagnosis 
and  treatment.  The  mass  in  the  pouch  of  Douglas  was  lirst  mis- 
taken for  retroversion  of  the  uterus — an  error  which  Cullingworth 
cleared  up  by  use  of  the  sound.  The  uterus  and  appendages  and 
the  gestation  were  removed  by  abdominal  section.  The  Fallopian 
tubes  were  found  normal,  though  the  ostia  were  closed  and  adhering 
to  the  ovaries ; the  gestation  was  complicated  by  the  presence  of 
several  subserous  myomata ; the  sac  was  covered  for  one-fourth  of 
its  entire  circumference  by  uterine  tissue,  and  a short  distance  from 
it  the  Fallopian  tube  was  occluded  ; the  umbilical  cord  lay  entirely 
within  the  sac,  and  there  was  no  indication  of  a placenta.  The 
conclusion  of  Cullingworth  that  the  gestation  was  originally  tubo- 
ovarian  appears  to  be  the  most  correct. 

When  an  ectopic  gestation  is  first  detected  at  or  after  mid-term, 
some  authors  advise  that  it  be  left  till  term,  in  order  not  to  sacrifice 
the  child.  Others  advise  waiting  still  longer,  until  the  child  is  dead, 
and  the  placental  circulation  has  ceased.  The  second  argument,  of 
course,  nullifies  the  first.  It  is  probably  better  to  operate  at  mid' 
term,  or  as  soon  as  the  condition  is  discovered.  There  is  no  record, 
so  far  as  I know,  of  a tubal  child  attaining  to  adult  life.  More- 
over, the  earlier  the  operation  is  undertaken,  the  easier  it  is,  and 
the  safer  for  the  mother.  This  last  consideration  should  also  be 
the  first. 

In  operations  during  the  latter  half  of  pregnancy,  the  question 
of  greatest  importance  is  what  to  do  with  the  placenta.  It  was 
formerly  taught  that  no  attempt  should  be  made  to  separate  the 
placenta  when  the  child  is  living.  But  Taylor’s  valuable  recent 
observations  have  placed  the  matter  in  a different  light,  and  given 
important  practical  rules  for  treatment  by  the  distinction  he  has 
drawn  between  true  tubo-abdominal  pregnancy,  in  which  the 
placenta  is  more  or  less  connected  with  the  Fallopian  tube,  and 
the  rarer  form  in  which  there  has  been  a late  rupture  of  a broad- 
ligament  pregnancy,  where,  consequently,  the  child  is  in  the  abdomen, 
and  the  placenta  is  intra-ligamentary.  Broadly,  when  it  has  a tubal 
attachment,  the  placenta  should  be  removed ; when  it  is  intra- 
ligamentary,  it  should  be  left.  Mayo  Robson  has  recorded  a case  in 
which  he  found  it  easy  to  remove  a placenta  at  term ; it  was  a true 
tubo-abdominal  pregnancy.  Van  Both  has  recorded  a similar  case 
operated  on  during  the  eighth  month  ; the  child  survived  twenty 
hours.  He  says  that  whether  it  had  developed  intra-ligamentarily 
or  not  could  not  be  ascertained,  but  it  is  probable  that  it  had  so 
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developed,  because  ‘after  separation  of  adhesions,  the  placenta  was 
found  to  possess  a pedicle  which  was  ligatured,  and  the  whole 
placenta  was  removed.’ 

When  the  placenta  is  in  such  a position  that  it  cannot  be 
removed,  the  margins  of  the  sac  should,  if  possible,  be  sewn  to 
the  peritoneal  edges,  and  the  sac  itself  packed  with  iodoform  gauze.* 
The  placenta  gradually  disintegrates  and  separates ; there  is  some 
risk  of  septicaemia,  and  convalescence,  at  the  best,  is  apt  to  be 
tedious. 


Thorne  of  Magdeburg,  after  observation  of  a hundred  and  thirty-six  cases 
of  tubal  pregnancy,  a hundred  and  thirty-two  of  which  occurred  in  the  first 
three  months,  and  thirty  of  which  were  operated  upon  by  laparotomy,  and 
nine  by  vaginal  incision,  arrives  at  these  conclusions  : that  every  case  of 
ectopic  pregnancy,  or  its  results,  should  be  placed  as  soon  as  possible  under 
clinical  care.  Every  ectopic  ovum  should  be  removed  by  laparotomy  if 
living,  or  even  though  dead,  if  still  in  its  ovisac,  as  soon  as  the  second 
month  of  pregnancy  has  elapsed ; an  ovum  of  not  more  than  eight  weeks’ 
development  can  be  completely  resorbed  in  the  tube  without  subsequent  ill 
effect,  but  this  can  only  happen  under  firm  clinical  control.  Threatening 
symptoms  of  decomposition  or  secondary  haemorrhage  appear  to  indicate 
extirpation;  rupture  and  haemorrhage  into  the  abdominal  cavity  call  for 
immediate  laparotomy;  if  the  haemorrhage  cease,  and  if  a circumspect 
examination  does  not  discover  any  tumour  in  the  uterine  region,  we  should 
wait.  Recent  haematocele  is  not  to  be  operated  on ; a rise  of  temperature  in 
the  first  week  does  not  point  to  decomposition  ; nor  should  one  proceed  to 

opeiation  because  of  resorption  not  taking  place,  until  six  weeks  at  least  have 
elapsed. 

Bouilly  of  Paris,  frorn  the  conduct  of  fifty  cases,  maintains  that  the  general 
surgical  rule  may  be  laid  down  that  extra-uterine  pregnancy  in  the  course 
of  evolution,  or  arrested  in  its  evolution,  imperiously  demands  operative 

in  erference,  and  that  the  operation  to  be  done  is  salpingectomy— removal 
of  the  ruptured  tube. 

Fehling  argues  that  operation  is  indicated,  if  in  spite  of  rest  under  medical 
observation  the  tumour  continues  to  get  larger,  if  there  be  symptoms  of 
in  eina  isemon  lage,  01  suppuration  of  the  sac.  He  advocates  the  removal 
ot  diseased  adnexa  by  the  abdominal  method 

Atthe  Congress  of  the  German  Gynaecological  Society  at  Wurzburg,  June 
1.  )o,  the  treatment  of  extra-uterine  pregnancy  was  summarized  by  Veit  as 
follows : When  an  ectopic  foetus  is  alive  operation  is  always  indicated,  and  in 
most  cases  extirpation  of  the  sac;  the  abdominal  route  is  to  be  preferred, 
though  in  the  early  stage  of  pregnancy  good  results  are  obtained  by  the 
vaginal  way.  Operation  is  also  indicated  when  the  embryo  is  dead  in  the 
early  period,  while  it  is  still  in  the  sac  ; when  it  has  been  ejected,  one  should 
wait,  and  not  operate  unless  new  symptoms  supervene.  In  that  case  the  sac 


* See  note,  p 717. 
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should,  if  possible,  be  extirpated.  When  the  sac  has  raptured  into  the 
abdominal  cavity  and  the  woman’s  life  is  endangered,  interference  must  at 
once  be  undertaken;  when  her  general  condition  is  tolerable  one  may 

wait.  . . 

When  in  the  later  period,  the  foetus  is  dead,  one  should,  if  the  general  con- 
dition be  critical,  extirpate  the  sac.  In  the  presence  of  suppuration  of  the 
sac,  operation  is  imperative  and  drainage  is  then  indicated.  In  some  favour- 
able cases  the  sac  may  be  extirpated  even  when  there  are  no  symptoms. 

In  regard  to  the  technique  of  these  operations,  an  important  tact  to  re- 
member’is  that  every  foetal  sac  has  a pedicle,  and  that  the  bleeding  can  be 
controlled  by  ligature  of  the  afferent  bloodvessels— generally  the  ovarian 
and  uterine  arteries. 

Herman  * is  strongly  in  favour  of  removal  of  the  extra-uterine  pregnancy 
and  its  sac  when  favourably  situated,  and  shows  how  experience  is  tending  to 
disparage  expectant  treatment  with  its  accidents,  uncertainty,  and  long-diawn- 
out  anxiety  and  misery,  especially  in  the  first  half  of  pregnancy.  ‘ If  an  extra- 
uterine  pregnancy  be  found  before  rupture  or  haemorrhage  has  occurred  it 
should  be  removed.  This  operation  is  a simple  removal  of  a tube  under  t e 
best  conditions,  and  its  risks  are  as  nothing  compared  with  the  risks  of 

allowing  the  condition  to  take  its  couise.  < 

When  rupture  has  occurred  with  haemorrhage,  or  if  there  be  intra-pentoneal 
bleeding  operation  is  indicated.  It  may  be  justifiable  to  temporize  until  a 
patient  bin  be  removed  to  a more  suitable  place  for  operation.  The  same 
rule  applies  to  tubal  mole  and  incomplete  abortion.  Pelvic  haematocele  ins 
already  been  dealt  with  (see  Pelvic  Haemorrhage).  Whether  the  abdominal 
or  the  vaginal  route  be  followed  will  depend  on  the  conditions  existing  in 
the  individual  case,  the  size  and  the  position  of  the  mass,  and  the  nature  o e 
haemorrhage.  An  operator  who  is  not  experienced  in  vaginal  methods  will 
find  the  abdominal  route  afford  greater  facilities  m the  removal  of  tie 
o-estation  sac  and  in  the  securing  of  vessels  ; also  the  prospect  is  avoide 
havino-  to  open  the  abdomen  when  the  effort  by  the  vagina  has  failed. 

Serman  recommends  waiting  until  the  fetus  is  dead  and  the  placenta 
thrombosed,  when  the  foetus  may  be  removed  and  the  placenta  pee 
off  without  bleeding.  Onset  of  fever  and  signs  of  pus  are  certain  indications 
fe  iZrference  to  prevent  the  patient  being  worn  down  by  exhaustive 
suppuration  If  the1  pregnancy  be  abdominal,  the  route  of  attack  is  ab- 
S but  if  the  pregnancy  be  in  the  broad  ligament  posteriorly  and 
prominent  in  the  vagina,  the  foetus  may  be  removed  vagmally,  and  the 
1 "of  the  placenta  carried  out  this  way.  Taylor  has  shown  distinct  y 
that  ibsome  cases  the  placenta  is  located  almost  entirely  upon  the  tubal  v a , 
which  however,  may  be  pulled  and  curled  in  very  complicated  ways ; in  these 
cases  of  true  tubo-abdominal  pregnancy  he  advises  that  the  placenta  shou u 
he  removed  at  term,  since  the  bleeding  is  almost  entirely  controlled  when  the 
uterine  and  ovarian  vessels  are  tied. 


The  surgeon  will,  however,  judge  each  case 

* Brit.  Med.  Jour.,  Jan.  9,  1904. 


on  its  merits,  and 


PLATE  LXXVIII. 


Gestation  Sac  with  Foetus;  the  Upper  Cavity  shown  in  the  Drawing 

IS  THAT  IN  WHICH  THE  SEPTIC  FLUID  WAS  CONTAINED.  (AUTHOR.) 

Tubal  gestation,  ending  in  molar  pregnancy,  with  secondary  suppuration,  the 

formation  of  a septic  sac.  (H.  M.-J.) 

Report  by  Mr.  Targett : ‘On  section  the  wall  of  the  gestation  sac  was  found  to 
1 be  infiltrated  with  blood-clot  and  fibrin,  as  in  a tubal  mole.  Where  sup- 
puration has  occurred  the  placental  tissue  is  separated  from  the  inflamed 
tube  by  pus,  and  chorionic  villi  are  in  actual  contact  with  inflammatory 
products  The  mucous  membrane  of  the  tube  is  destroyed  and  replaced  by 
granulation  tissue.  The  tumour  is  roughly  spherical  in  shape  and  measures 
8x7x6  centimetres  (3\  X 2f  X 2\  inches)  in  its  chief  diameters  after 
fixation  in  formalin.  A portion  of  the  posterior  wall  of  the  mass  has  been 
removed  and  reveals  two  cavities.  The  larger  of  these  is  the  gestation  sac 
containing  a foetus,  while  the  smaller  is  a space  formed  between  the  gesta- 
tion sac  and  the  wall  of  the  dilated  Fallopian  tube.  In  the  recent  state 
this  latter  space  was  filled  with  very  offensive  pus.  Flattened  out  on  le 
half  of  the  tumour  nearest  to  the  uterus  is  the  right  ovary.  The  characters 
of  the  gestation  sac  are  precisely  those  of  an  apoplectic  or  blighted  ov  . 
It  measures  about  five  centimetres  in  its  chief  diameter,  and  its  wall  is 
composed  largely  of  blood-clot  in  various  stages  of  consolidation  The 
interior  is  lined  with  amnion,  which  is  unevenly  raised  by  haemorrhages 
beneath  it.  A foetus  measuring  2-75  centimetres  is  attached  to  tne > wall  of 
the  sac  bv  an  oedematous  umbilical  cord  F75  centimetres  in  length,  co  re- 
spLdtg  with  the  stage  of  development  at  the  end  of  the  second  month 
The  suppurating  cavity,  semilunar  in  shape,  represents  that  pmt  o 
dilated  ampulla  of  the  tube  not  occupied  by  the  gestation  sac.  From  i s 
relation  it  would  appear  that  the  tubal  gestation  had  ended  m a m 
nreiZcv  T apoplectic  ovum,  and  that  secondary  suppuration  had  been 
lot  gun  within  the  dilated  tube  and  around  the  ovum.  C onsequen  > 

Pad  collected  in  that  internal  cavity  which  always  surrounds  a tu  >a 
Serving":  the  ovum  being  adherent  at  only  one  spot  jn  th^alltf 


the  dilated  tube.’ 
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act  in  accordance  with  his  anatomical  knowledge  and  operative 
experience. 

Some  of  the  practical  difficulties  of  dealing  with  ectopic  gestation 
will  be  better  realized  from  reading  the  following  cases  : — 


Ectopic  Gestation  Sac  complicated  with  a Septic  Abscess  Cavity- 
in  the  Sac.  (H.  M.-J.)  (Plate  LXXVIII.) 

A patient,  aged  30,  married  nine  years,  had  one  pregnancy  at  the  close  of 
the  first  year.  The  periods  had  been  normal  and  regular  up  to  four  months 
before  operation.  About  this  time  the  first  attack  of  violent  abdominal  pain 
occurred.  There  were  recurrences  of  the  pain  later  on,  associated  with 
haemorrhage,  and  the  discharge  of  some  material  ‘ like  the  roe  of  a mackerel  ’ 
from  the  uterus.  On  examination,  there  was  found  a fairly  large  tumour 
behind  the  uterus  and  associated  with  it,  the  uterine  cavity  being  some  two 
and  three-quarter  inches  in  length.  Abdominal  cceliotomy  was  determined 
upon.  The  adhesions  were  separated  with  but  little  trouble,  but  in  the 
delivery  of  the  sac  through  the  enlarged  abdominal  incision  a portion  of  the 
thin  wall  ruptured  and  some  extremely  fetid  fluid  escaped,  creating  quite 
a stench.  The  pelvic  cavity  was  repeatedly  cleansed  with  formalin  solution, 
and  as  the  bowel  was  well  protected  from  the  sac,  the  only  parts  really 
affected,  and  this  was  unavoidable,  were  the  margins  of  the  wound.  These 
latter  were  well  wiped  with  formalin  solution  before  being  closed,  and  an 
iodoform  gauze  drain  was  left  in.  The  patient  did  not  progress  favourably, 
there  was  great  difficulty  with  the  bowel,  and  tympanitis  and  vomiting 
gradually  set  in.  On  the  fourth  day  I reopened  the  abdomen.  On  doing 
so  I found  the  atonic  bowel  to  be  considerably  distended,  but  could  not 
detect  any  kink  or  cause  for  obstruction.  The  pelvic  cavity  was  quite 
free  from  any  fluid,  and  there  was  no  evidence  of  an}>-  peritonitis  or  of 
infection  of  the  peritoneum,  but  the  margins  of  the  abdominal  wound  showed 
a dense  slough  for  its  entire  extent.  There  had  been  no  indication  of  this 
from  the  appearance  of  the  incision.  The  patient  had  complained  of  little  or 
no  pain  from  the  time  of  the  operation.  The  slough  at  either  side  was  cleared 
off  as  far  as  possible,  and  a drainage  tube  was  inserted.  The  temperature  fell 
the  next  day  to  normal,  but  again  it  rose  to  100°  in  the  evening,  the  pulse 
becoming  more  rapid  (from  120  to  140),  with  a return  of  the  vomiting. 
Despite  every  means  emplojmd  to  combat  the  sickness  and  maintain  her 
strength,  including  enemata,  saline  injections,  washing  out  of  the  stomach, 
etc.,  death  occurred  on  the  seventh  day  after  operation. 

It  would  seem  that  the  source  of  infection  of  the  sac  must  have  been  through 
the  adherent  bowel.  The  patient  having  suffered  from  retroversion  of  the 
uterus,  the  early  symptoms  might  naturally  lead  to  the  impression  that  it  was 
an  enlarged  retroverted  and  gravid  uterus,  and  tend  to  make  the  diagnosis  less 
certain.  From  the  size  of  the  tumour  and  the  impression  which  it  conveyed 
of  fixation  by  adhesions,  I determined  on  the  abdominal  operation,  though, 
as  events  proved,  considering  the  nature  of  the  sac,  the  vaginal  one  would 
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have  been  the  safest  one  for  the  patient.  Had  I a similar  case  again,  with 
rupture  of  a foetid  sac,  having  protected  the  bowel,  I should  first  char  the 
margins  of  the  abdominal  wound  with  the  thermo-cautery,  and  then,  at  some 
distance  from  the  charred  surfaces,  make  a new  incision  at  either  side  before 

closing  the  wound. 

In  another  case  I opened  the  abdomen  for  a large  and  very  foetid  sub- 
peritoneal  abscess  which  had  penetrated  the  peritoneum.  Having  evacuated 
the  pus  and  thoroughly  cleansed  out  the  abdominal  cavity  with  formalin, 
disinfecting  the  edges  of  the  wound,  which  were  covered  by  a foul  deep  slough, 
I removed  this  at  either  side  before  bringing  the  edges  together  and  drained. 
Contrary  to  my  expectation,  the  patient  made  an  excellent  recovery. 

The  following  case  show's  the  vital  importance  of  early  diagnosis, 
and  the  fatal  consequence  of  operative  delay  when  rupture  of  the 
ectopic  sac  has  occurred. 


Case  of  Ectopic  Gestation  with  Escape  of  Gestation  Sac  into 
the  Peritoneal  Cavity."  (H.  M.-J.)  (Plate  LXXIX.) 

The  patient,  set.  33,  had  been  married  for  upwards  of  four  years ; there 
had  been  no  previous  conception.  A year  previously  she  had  been  treated 
for  an  erosion  of  the  cervix.  The  last  menstrual  period  occurred  eleven  weeks 
before  the  onset  of  her  illness,  which  was  on  July  10th,  when  she  was  seized 
with  acute  pain  in  the  abdomen,  and  sickness,  the  consequences,  as  she 
thought,  of  a chill  taken  the  same  day.  The  pain  was  relieved  by  rest  and 
sedatives,  recurring,  however,  periodically.  As  ectopic  gestation  was  fearec  , 
she  was  kept  in  bed  and  under  observation.  On  the  15th  there  was  a recur- 
rence of  the  symptoms,  followed  by  greater  prostration,  but  no  uterine 
haemorrhage.  Again  she  appeared  to  get  better,  but  on  the  24th  violent 
abdominal  pains  set  in,  the  pulse  became  very  rapid,  and  the  face  blanched  ; 
she  was  seen  for  the  first  time,  in  this  condition.  The  abdomen  was  tumid 
and  dull  on  percussion,  the  uterus  fixed,  and  the  pouch  of  Douglas  occupied 
by  a resistant  swelling.  At  the  time  of  operation  the  pulse  was  weak  and 

fluttering,  and  the  lips  quite  blanched.  . , mi  • 

On  opening  the  abdomen  the  cavity  was  found  filled  with  blood,  lhis, 

with  masses  of  soft  coagula,  was  removed.  The  gestation  sac  was  at  once 
discovered  about  the  level  of  the  umbilicus,  with  the  placenta,  the  mass  being 
adherent  to  the  bowel  (see  Plate  LXXIX.).  It  bled  freely.  The  hemorrhage 
was  controlled  digitally,  and  still  blood  welled  up  in  quantity  horn  the 
nelvis  The  bleeding  was  proceeding  from  a large  rent  m the  left  bioad 
ligament,  running  close  up  to  the  uterus.  This  was  quickly  stopped  by  the 
application  of  two  long  Doyen’s  clamps  running  at  either  side  oi  the  lent 
The  gestation  mass  was  then  removed,  the  adhesions  being  separated,  and 
any  Weeding  points  ligatured.  Ligatures  were  then  passed  at  either  side  o 
the  clamps  with  Deschamp’s  needles,  and  the  broad  ligament  seemed.  1 . \ 
to  this  nothing  was  seen  of  the  foetus,  and  ultimately  it  was  found  under  the 


* Brit.  Gyn.  Jour.,  Feb.  1902. 


PLATE  LXXJLX. 


Ectopic  Gestation.  (Author.) 

The  sac  was  adherent  to  the  intestines.  The  foetus  was  free  in  the  abdominal  cavity,  and  was  found  at 
operation  under  the  diaphragm  at  the  left  side.  The  sac  is  open.  The  surface  with  adhesions  is  not  seen. 

[To  face  p.  716. 
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diaphragm,  in  the  left  hypochondrium.  There  was  no  further  bleeding  and 
the  abdomen  was  closed.  Saline  submammary  injections  had  been  adminis- 
tered during  the  latter  part  of  the  operation,  and  were  continued  throughout 
the  day,  with  stimulating  rectal  enemata.  She  rallied  for  some  hours  after 
the  operation,  but  never  recovered  from  the  collapse,  surviving  only  nineteen 
hours.  Her  surroundings  were  not  the  most  propitious  for  recovery,  though 
her  medical  attendant  left  nothing  undone  to  secure  it. 


Note  on  Iodoform. 

There  have  been  several  instances  of  toxic  effects  of  iodoform  in  pelvic  and 
abdominal  operations.  So  much  so  that  it  is  a question  if  it  be  not  better  to 
abandon  iodoform  as  a post-operative  dressing  or  pack.  I have  reported  some 
cases  of  this  nature  and  one  remarkable  one  in  which  a pemphigus  and  eczema- 
tous eruption  followed  the  use  of  iodoform  gauze.  I am  gradually  abandoning 
the  latter  for  simple  sterilized  or  chinosol  gauze.  (Author.) 


CHAPTER  XXX VI I. 


AFFECTIONS  OF  THE  OVARIES— OVARITIS. 


We  may  thus  classify  the  affections  of  the  ovaries,  apart  from  the 
Fallopian  tubes  : — 


Foreign  bodies. 

Abnormalities 

,,  absence. 

,,  imperfect  deve- 

lopment. 

Displacements. 

Hernia. 


Solid  tumours. 
Tubercle. 
Fibroma. 
Myoma. 
Sarcoma. 
Carcinoma. 
Endothelioma. 
Gyroma 


Prolapse. 

Ovaritis. 

„ non-cystic  j acute  and 

3J  cystic  chronic. 

Sclerosis  and  Cirrhosis. 

Teratoma. 


Cystoma. 

Simple. 

Adenoma. 

Dermoid. 

Papilloma. 

Colloid. 

Racemose. 


Ovarian  Development  and  Osteomalacia. 

Pestalozza  has  drawn  special  attention  to  the  correlation  that  exists  between 
deficient  development  of  the  ovaries  and  the  occurrence  of  osteomalacia. 
Such  abnormality  in  the  ovary  need  not  necessarily  interfere  with  menstru- 
ation or  conception.  The  deficient  development  of  the  corpus  luteum  is  a 
factor  in  the  atrophy  of  the  ovary.* 

Foreign  Body  in  the  Ovary— Frank  W.  Haviland  reported  a case  where 
he  removed  an  extensively  adherent  pus  tube  and  ovary.  The  adhesion 
involved  the  sigmoid  flexure  of  the  colon,  the  tube,  ovary,  uterus  am 
omentum,  in  a large  mass.  On  examining  the  ovary  an  abscess  was  found 
inside  which  a needle  was  discovered.  The  appearance  of  the  needle  (abou 
three-quarters  of  an  inch  of  an  ordinary  sewing  one)  proved  it  to  have 


* Tuscan.  Obs.  and  Gyn.  Soc,,  and  Bull.  d.  Soc .,  Jan.  1,  11)0 o. 


PLATE  LXXX 


Section  op  Cystic  Ovaritis  of  Ovary,  Sclerotic  and  Cystic  Degenera- 
tion, with  Thickened  Fallopian  Tube:  Fimbriae  Normal.  (Author.) 

PLATE  LXXXI. 


Section  of  Hydrocystic  and  Sclerosed  Ovary.  - 
larged  Fallopian  Tube  and  Accessory  Ostia 
lated  Cyst  of  Morgagni  (a). 


Adhesions  on  the  En- 
with  Small  Peduncu- 
[ To  face  p.  718. 


PLATE  LXXXII. 


Ovaries,  showing  in  the  Eight  a Cyst  with  Coagoldm  ; in  the  Left, 

Old  and  Recent  Corpora  Lutea. 


PLATE  LXXXIII. 


Bilocular  Cystic  Ovary  with  Fallopian  Tube. 

[To  face  p.  719. 
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rested  there  some  time.  The  explanation  of  its  presence  was  as  follows : 
That  it  was  swallowed  and  passed  through  the  alimentary  canal  until  it 
reached  the  colon,  when  it  perforated  the  walls,  passed  on  through  a fold 
of  omentum  into  the  peritoneal  covering  of  the  posterior  wall  of  the  uterus, 
and  thence  on  into  the  right  ovary,  carrying  with  it  infection  from  the 
alimentary  canal. 

Abnormalities — Displacements  of  the  Ovary. 

Absence  of  the  Ovaries. — Cases  of  absence  of  the  ovaries  are 
recorded  elsewhere  in  this  work  (pp.  42,  176,  808 ; and  chapters  on 
the  Vagina  and  Vulva). 

Hernia  of  the  Ovary. — This  is  a rare  affection.  It  is  usually 
congenital  and  double,  but  its  accidental  occurrence  as  the  result 
of  strain  or  injury  is  not  to  be  overlooked.  Hernia  of  the  ovary 
is  generally  associated  with  some  congenital  malformation  of  the 
genital  organs,  either  uterus  or  vagina,  or  both. 

Diagnosis. — A swelling  is  found  in  the  inguinal  region  about  the 
size  of  a walnut,  which  on  coughing  may  protrude  into  the  inguinal 
canal.  In  drawing  the  uterus  down  with  a hook  or  vulsellum,  the 
tumour  is  dragged  on  and  pulled  with  the  uterus. 

An  interesting  case  of  double  hernia  of  the  ovary,  with  congenital  malforma- 
tion of  the  uterus  and  vagina,  was  brought  before  the  Gynaecological  Society. 
Hulke  removed  one  ovary,  and  Hey  wood  Smith  the  other.* 

Should  the  ovary  be  painful,  with  associated  menstrual  and  reflex 
troubles,  the  best  course  to  pursue  is  to  remove  it.  If  the  patient 
objects  to  this,  a hollow  shield  may  be  worn. 

Prolapsus. 

Varieties  (Munde)  : 

Retro-lateral. 

Retro-uterine. 

Ante-uterine. 

In  the  infundibulum  of  an  inverted  uterus. 

Causes  : 

Pregnancy  and  parturition. 

Pelvic  tumours. 

Uterine  displacements. 

Enlargement  of  the  ovary  from  any  cause. 

Adhesions. 

Sudden  jolts,  etc. 


* Brit.  Gyn.  Jour. 
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Diagnosis. — On  examination  by  the  vagina  and  rectum,  the  sensi- 
tive ovary  is  felt  in  its  altered  position. 

Treatment. — A displaced  ovary  is  often  a diseased  ovary,  and  not 
infrequently  associated  with  other  pelvic  abnormalities.  The 
commonest  complication  is  a uterine  retro-displacement.  This  latter 
complication  should  be  rectified,  when  possibly  the  ovary  will  at  the 
same  time  be  raised  from  its  abnormal  position.  If  palliative  treat- 
ment be  determined  upon,  an  effort  must  be  made  to  support  the 
sensitive  ovary  with  a glycerine  pad  or  air  pessary,  and  coitus  must 
be  avoided.  The  hot  iodized  or  Woodhall  vaginal  douche  should  be 
used,  and  the  bed  on  which  the  patient  sleeps  raised  at  the  foot. 
Any  displacement  must  be  rectified,  and  the  knee  elbow  position 
assumed  several  times  daily.  The  rectum  must  be  kept  empty. 

Hose  * records  cases  in  which  the  ovary  was  attached  to  the  psoas 
muscle  by  a peritoneal  fold,  and  another  of  strangulation  of  the  ovary 
at  the  internal  inguinal  ring. 

Posterior  Colpotomy. — The  prolapsed  ovary  may  have  to  be 
removed  by  drawing  it  down  with  an  ovum  forceps  through  an 
incision  in  the  posterior  vaginal  wall,  ligaturing  and  cutting  off  by 
scissors,  if  need  be  leaving  the  incision  open  for  drainage.! 


Ovaritis. 

Etiology,  Causation,  and  Pathology. — Ovaritis  is  generally  asso- 
ciated with  perimetric  inflammations,  as  it  is  most  frequently  met 
with  either  as  a complication  or  extension  of  these  affections.  £ We 
believe,’  says  Emmet,  ‘ that  the  ovaries  suffer  far  more  from  peri- 
tonitis or  cellulitis  in  their  vicinity  than  from  disease  originating 
within  or  confined  to  their  own  structure.’  Still,  it  is  doubtful 
whether  inflammation  of  the  pelvic  peritoneum  does  not  more 
frequently  originate  in  the  ovary  (Aran)  or  Fallopian  tube  than  the 
converse.  The  ovary  is  more  or  less  involved  in  every  severe  case 
of  perimetritis.  On  the  other  hand,  metritic  and  endometritic  con- 
ditions may  arise  as  secondary  results  of  both  acute  and  chronic 
ovarian  hypersemia  and  inflammation. 

Active  hypersemia  of  the  ovary,  however,  may  persist  for  a length 
of  time  without  further  consequences  than  hypertrophy  of  the  con- 
nective tissue  elements  and  interstitial  thickening  of  the  stroma. 
This  hypersemia  leads  to  areolar  thickening,  and  this  to  pressure  on, 

* Semaine  Medical , 1902,  p.  50. 

f The  operation  of  posterior  colpotomy  is  described,  p.  789. 


PLATE  LXXXIY. 


Section  of  Ovary,  showing  Advanced  Stage  of  Sclerosis. 
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a,  poition  magnified  (see  Plate  LXXXV.).  Macroscopically  the  ovary  cut  with 
a fleshy  appearance  and  without  showing  any  cystic  cavities,  the  cortex 
ha\ing  a fibrous  feel.  Under  a high  power  the  section  presents  a general 
fibrous  appearance,  the  corpora  lutea  and  follicles  are  obliterated,  some 
very  small  cavities,  the  contracted  remains  of  cysts  are  scattered  here  and 
there  throughout  the  fibrous  material  and  connective  tissue  elements* 
Some  few  bloodvessels  are  seen  with  hypertrophied  walls  (see  over  page). 
One  small  cyst  cavity  denuded  of  epithelium  is  present.  In  this  case  the 
lallopian  tube  was  adherent  to  this  ovary,  and  the  parenchymatous  changes 
in  its  walls  obliterated  the  lumen  of  the*  tube.  ' [To  face  p.  720. 
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PLATE  LXXXY. 


Section  from  Ovary  (Plate 
Minute  Cyst  Cavities  ; 

NEAR  THE  MARGIN. 


LXXXIV.),  showing  Fibrous  Formation  and 
a Thickened  Vessel  is  seen  in  the  Field 

[To  face  p.  721. 
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and  obliteration  of,  the  follicles,  thus  causing  further  cicatrization 
of  the  connective  tissue,  and,  ultimately,  a cirrhotic  state  of  the 
organ.  In  the  thickening  of  the  peripheral  layers  of  the  stroma  we 
have  a satisfactory  explanation  of  the  accompanying  sterility,  for  the 
ripened  ovum  cannot  escape.  Abscess  and  cystic  degeneration  are 
the  occasional  results  of  either  acute  inflammation  or  prolonged  con- 
gestion. Cysts  form  from  the  extravasation  of  blood,  and  the 
degeneration  and  absorption  of  the  coagulum. 

The  following  is  Petit’s  classification  of  ovaritis  and  its 
complications  : — 


I 

Acute 

Ovaritis — Non-cystic 

Chronic 


/ Cortical. 

' Interstitial. 

( Parenchymatous. 

[Cortical  (Hypertrophic. 

[Disseminated  [Atrophic. 


Ovaritis  — Cystic 


Hydro-cysts 


( Dropsy  of  the  follicles. 
| Dropsy  of  the  stroma. 


( b ) Hccmato- 
cysts 


/ 


\ 


| Multiple  and  small 

Follicular 

I Larger  and  fewer  in 
\ number 


In  corpora 
lutea. 

In  stroma — 
In  both. 


Due  to  infec- 
tion. 

Due  to  perimetric 
inflammation. 


(c)  Pyo-cyst. 


Cortical  Ovaritis. 

Bonnet  and  Petit*  describe  the  ovaritis  of  cortical  origin  as  secondary  to 
inflammation  around  the  ovary,  commonly  caused  by  gonorrhoea.  In  it  the 
serous  covering  of  the  ovary  is  affected.  It  is  enlarged,  and  its  capsule  is 
thickened.  Diffuse  interstitial  ovaritis  is  due  to  puerperal  infection ; the 
ovary  is  largely  increased  in  size  and  engorged  with  fluid,  while  the  cystic 
follicles  have  either  serous  or  sanguineous  contents,  the  stroma  being  the 
seat  of  a diffuse  embryonic  infiltration.  Later  on  pus  appears  in  the  lymph 
spaces  or  the  follicle.  Parenchymatous  ovaritis  is  due  to  infectious  diseases. 
The  lesions  are  concentrated  in  the  corpora  lutea,  or  the  primordial  follicle  is 
exclusively  attacked  or  completely  disappears. 

It  is  interesting  to  note  the  view  of  Baere,  recently  supported  by  Clark, 


* Lib.  cit.  for  this  pathological  summary. 


Fig.  485. — Chronic  Cortical  Ovaritis,  (x  30  diameters.) 

(Bonnet  and  Petit.) 

a,  a,  Sclerosis  of  albugineous  layer  ; b,  b,  follicular  cysts  ; c,  c,  corpora  lutea 
degenerating;  d,  d,  the  same,  separated  by  haemorrhagic  infarctions  ;d 
corpus  luteum  changed  into  a small  haemorrhagic  cyst  ; e,  e,  intersti  ia 
haemorrhages ; p,  interstitial  tissue  in  process  of  sclerosis.  Compare  with 
Normal  Section,  Fig.  486. 


pIG>  4gti. Section  of  Normal  Ovary,  (x  30  Diameters.)  (Macalister.*) 

e Fine  connective  tunica  albuginea ; s,  spindle-celled  layer  of  the  zona  paren- 
’ chymaLa  or  stroma;  1,  2,  3,  Graafian  follicles,  the  largest  ot  which  are 
internal,  but  grow  towards  the  surface.  See  also  lug.  488. 


* ‘ Each  Graafian 


follicle  consists  of  (1)  a tunica  fibrosa,  or 


the  differentiated 


PLATE  LXXXYI. 


Macroscopical  Appearance  of  an  (Edematous  and  Sclerosed  Ovary,  with 
Thickened  Capsule  and  some  Small  Cystic  Cavities  in  the  Cortex. 

The  vessels  were  in  most  part  obliterated.  There  was  a blood  cyst  at  one  pole. 
The  ovary  was  one  removed  for  persistent  ovarian  dysmenorrhoea.  The 
other  ovary  was  resected. 


PLATE 


LXXXVII. 


PLATE  LXXXVIII. 


Macroscopical  Appearances  of  Sclerosed  and  Cystic  Ovaries,  with 

Nodular  Salpingitis. 

Removed  from  a patient,  who  had  suffered  for  years  from  violent  adnexal  pain, 
dysmenorrhcea,  and  recently  from  menorrhagia,  with  symptoms  of  disordered 
men talization  during  the  catamenia.  [To  face  p 722 


PLATE  LXXXIX. 


Natural  size  of  mounted  section,  i X 'ft  cm. 


Natural  size  of  mounted  section,  3 cm.  7 in.  X 1 cm.  8 m 


Photographs  of  Transverse  Sections  of  Sclerosed  and  ° ^ 

IN  WHICH  THEBE  HAS  BEEN  INTERSTITIAL  FIBROSIS  FOLLOWED  M ^ 
of  the  Corpora  Lutea  and  Follicles,  with  Cystic  Degeneration  are  nc 

FROM  BOTH  OF  THE  LATTER. 


PLATE  XC. 


Section  of  Sclerosed  and  Cystic  Ovary.  (Author.) 

4|  cm.  x — natural  size  of  tlie  mounted  section  (see  Plate  XCII.). 


PLATE  XCJ. 


Divided  Nodular  Fallopian  Tube,  removed  with  the  same  Ovary. 

(Author.) 

The  patient,  aged  34,  married  eleven  years ; five  pregnancies,  no  miscarriages ; 
last  labour  thirteen  months  since.  For  five  years  had  had  constant  pain 
in  the  left  side  and  left  leg.  Of  late  had  been  unable  to  walk,  and  her 
general  health  had  failed.  The  ovary  which  was  removed  presented 
through  its  entire  extent  sclerotic  degeneration.  Dr.  Cuthbert  Lockyer 
examined  the  specimen. 

The  capsule  was  thickened.  The  stroma  was  studded  all  through  with  cystic 
cavities,  the  remains  of  Graafian  follicles  and  corpora  lutea.  Areas  of 
modified  fibrous  tissue  represented  the  latter ; there  were  round-celled 
exudation  of  the  stroma  and  thickening  of  the  tunica  albuginea.  The 
walls  of  the  vessels  were  seen  greatly  thickened,  their  appearance  somewhat 
similar  to  the  condition  seen  in  arterio-capillary  fibrosis  of  the  kidney. 
There  were  no  adhesions  of  ovary  or  tube. 

The  tube  was  typically  nodular  in  appearance,  and  measures  4 cms. ; its  uterine 
cut  end  is  normal  in  size,  its  proximal  end,  1 cm. ; it  then  enlarges  and 
becomes  very  tortuous,  its  maximum  circumference  measuring  3 cms.  It 
was  split  down  the  middle  along  the  whole  of  its  dilated  part,  and  on 
section  all  the  constituent  parts  of  its  walls  were  thickened,  the  muscular 
layer  swollen  and  the  plicae  oedematous,  while  the  fimbriae  were  fleshy  and 
also  swollen.  There  were  no  areas  of  caseation. 


PLATE  XCIL 


Microscopical  Appearances,  from  Centre  of  Section,  b — 5,  Plate  XC.  x 90. 

(Author.) 

Showing  the  annular  arrangement  of  the  fibrous  elements  around  the  follicle  which 
is  denuded  of  epithelium,  with  surrounding  fibrotic  and  hardened  connective 
tissue  elements. 


PLATE  XCIII. 


Microscopical  Appearances — Cortex  of  Plate  XC.  (a).  X 110. 

Interstitial  fibrosis  and  cystic  degeneration  in  the  sclerosed  area. 

[To  face  p.  72 3. 
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that  the  corpus  luteura  takes  an  active  part  in  preserving  the  circulation  of 
the  ovarian  stroma,  and  hence  the  function  of  ovulation ; while  the  cessation 
of  the  latter  is  induced  by  densification  of  the  ovarian  stroma  and  destruction 
of  the  peripheral  circulation,  preventing  the  development  of  the  follicle.* 

Sclerosis. — In  chronic  ovaritis  the  connective  tissue  is  gradually 
transformed  into  dense  and  undulating  fibrous  tissue,  poor  in  cells 
and  bloodvessels.  The  connective  tissue  is  thickened  around  the 
vessels,  encroaching  on  the  corpora  lutea  and  the  ovarian  follicles. 
Such  a condition  leads  on  to  sclerosis,  and  in  the  new  formation  are 
variously  shaped  spaces,  remains  of  bloodvessels,  lymphatics,  or 
ovisacs,  thus  leading  up  to  the  serous,  sero-sanguineous,  and  sangui- 
neous cystic  condition.  In  chronic  cortical  ovaritis  the  ovary  is 
surrounded  by  false  membranes,  in  which  may  be  found  sanguineous 
collections.  The  process  of  sclerosis  invades  the  ovary,  with  varying 
degrees  of  thickness ; the  resulting  obstruction  to  the  circulation 
favours  a serous  effusion  into  the  follicles,  and  possibly  haemorrhagic 
infarctions.  This  is  followed  by  general  disorganization  of  the  ovary, 
in  which  a sclerosed  capsule,  cystic  follicles,  haemorrhagic  cysts, 
buemoi  1 hagic  interstitial  effusions,  and  interstitial  sclerosed  changes, 
are  found  on  a section  of  its  substance. 


Other  Forms  of  Chronic  Ovaritis. 

Cirrhosis. — The  remaining  forms  of  chronic  ovaritis  are  distin- 
guished by  varying  degrees  of  hypertrophy  and  development  of 
fibrous  tissue  in  the  interstitial  stroma  of  the  ovary,  around  the 
vessels,  and  in  the  vicinity  of  the  ovisacs  and  the  follicles.  The 
consequence  is  a contraction  of  the  ovarian  stroma,  which  presents, 

envelope  derived  from  the  adjacent  part  of  the  stroma,  which  consist  of  fine 
connective  tissue  with  spindle  cells  ; (2)  a very  delicate  structureless  membrana 
pellucida ; (3)  an  irregular  thick  epithelial  layer  of  columnar  cells,  the  mem- 
brana  granulosa,  which  at  one  part  is  thickened,  forming  the  discus  proliferus; 
( ) wi  in  this  is  a drop  of  clear  liquor  folliculi,  in  which  floats  a nucleated  cell 
the  ovum.  Rupture  of  a Graafian  follicle  occurs  at  each  menstrual  period,  and 
the  cavity  of  the  burst  follicle  becomes  filled  with  an  exudation  of  a peculiar 
reddish-yellow  colour,  becoming  cicatricial  tissue,  with  a radial  arrangement  of 
its  fibres,  formed  by  the  infiltration  of  the  stroma  cells  and  the  follicle,  and  their 
proliferation  as  a folded  wall  (corpus  luteum),  which  gradually  diminishes  by 
the  growth  into  it  of  normal  stroma  cells  after  the  tenth  day,  but  does  not 
disappear  for  about  two  months.  If  the  ovum  become  impregnated,  the  corpus 
luteum  is  large,  showing  a trace  of  a central  cavitv  owing  to  the  increased 
vascularity  of  all  the  parts,  and  does  not  disappear  for  about  eight  months.  Some 
new  follicles  collapse  and  shrivel  without  rupture.’  (‘Text-Book  of  Human 
Anatomy,’  by  Alexander  Macalister,  F.R.S.) 

* Brit.  Gyn.  Jour.,  May,  1901. 
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at  least  in  part,  an  atrophic  or  cirrhosed  condition.  Mingled  in  this 
cirrhotic  tissue  are  small  purulent  deposits,  the  remains  ol  separated 
follicles  and  cystic  cavities.  Such  pseudo-hypertrophic  changes  are 
to  be  kept  quite  apart  from  true  hypertrophy  (Lawson  Tait  and 
Slavjansky),  in  which  the  normal  tissues  of  the  ovary  are  greatly 

enlarged. 


Colloid  Degeneration  of  the  Ovary.— Under  this  name  Mary  Dixon  Jones 
has  described  what  she  calls  ‘ the  fourth  hitherto  undescribed  disease  of  the 

ovary.’  It  is  a form 

which  affects  espe- 
cially the  ova  them- 
selves. It  takes  the 
form  of  an  infiltration 
of  the  whole  ovary 
with  colloid  cor- 
puscles. Not  only 
the  ova,  but  also  the 
interstitial  connec- 
tive tissue  and  the 
walls  of  cysts,  become 
affected.  In  a d - 
vanced  cases,  not  a 
single  healthy  ovum 
is  found  in  the  whole 
ovary.  When  an  in- 
dividual ovum  so  af- 
fected is  examined 
under  a very  high 

power,  it  is  seen  that 
Fig.  487.*  — Ova  in  a High  Degree  of  Colloid  the  con0id  change  in- 

Degeneration.  (x  600.)  (Mary  Dixon  Jones.)  volVes  the  endothelial 
S,  smooth  colloid  corpuscle ; G,  granular  colloid  masses  ; covering  0f  the  ovum, 
V,  shrivelled,  colloid  vesicula,  in  a vacuola ; H,  heap  qie  yolk,  the  nucleus, 
of  colloid  corpuscles,  mostly  in  the  epithelia,  E,  short  and  even  the  nucleo- 
columnar  epithelia  in  an  incipient  colloid  infiltration,  qqqg  form  of 

C,  C,  colloid  corpuscles  in  the  muscle  tissue  of  the  degeneration  ig  re_ 

ovary-  garded  as  due  in 

everv  case  to  some  form  of  infection,  dating,  in  most  cases,  from  an  attack 
of  <>-onorrhoea,  or  from  sepsis  complicating  childbirth.  It  is  frequently  found 
in  conjunction  with  endothelioma  and  gyroma ; and  the  former  is  described 
as  beinfr  itself  the  seat,  in  some  cases,  of  colloid  degeneration. 

Fig.  487  gives  a general  view  of  an  ovary  affected  with  this  form  ot  degeneia- 
tion.°  Figs.  489,  490  show  how  the  disease  attacks  the  ova.  In  sections 


* See  also  Figs.  -188,  489,  490. 
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(Mary  Dixon  Jones.) 

MG,  macula  germiuativa ; VG,  vesicula  germinativa;  C,  cuticula  ; Y , yolk; 
E,  flat  epithelium;  S,  structureless  or  basement  membrane;  CC,  connective 
tissue  capsule;  ML,  smooth  muscle  fibres  in  longitudinal  section;  MT, 
smooth  muscle  fibres  in  transverse  section. 


Fig.  481).  Combined  Fatty  and  Colloid  Degeneration  op  Ovum,  (x  600.) 

(Mary  Dixon  Jones.) 

E,  short  columnar  epithelium,  in  colloid  infiltration;  F,  fat  globules;  G,  coarsel}’- 
granular  colloid  masses;  G,  colloid  corpuscles  in  muscle  layer  of  ovary. 
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showing  colloid  degeneration,  the  tissues  other  than  the  ova  themselves 
generally  appear  in  a condition  of  acute  inflammation. 


c 


Fig.  490. — Colloid  Degeneration  of  the  Ovary,  (x  500.) 

(Mary  Dixon  Jones.) 

C,  C,  colloid  corpuscles  ; 0,  ovum  ; A , artery  ; V,  vein. 


Cystic  Ovaritis, 

Hydro-cystic. 

In  the  hydro-cystic  degeneration  of  the  ovarian  stroma  there  is  an  attendant 
sclerosis.  The  follicular  cysts  are  unilocular  and  spherical,  varying  from  the 
size  of  a small  cherry  to  a walnut,  and  occasionally  larger.  Such  cystic 
degeneration,  with  the  associated  hypertrophic  changes,  may  increase  the 
size  of  the  ovary  to  that  of  the  closed  fist.  On  section  the  cyst  presents  a 
wall  with  a double]  contour  and  a smooth  surface,  and  it  is  filled  with  a 
colourless  and  limpid  fluid.  Ovules  are  not  found  in  those  of  a smaller  size. 
They  disappear  in  the  cell-proliferation  which  accompanies  the  cystic  forma- 
tion, when  the  normal  epithelium  passes  into  a granular  or  colloidal  degenera- 
tion! These  dropsical  follicles  are  situate  in  a surrounding  bed  of  sclerosed 
ovarian  tissue.  With  this  the  wall  of  the  follicle  is  finally  blended,  so  as  to 


PLATE  XCIV. 


Ovarian  Blood  Sac.  (See  also  Plate  XC VII r.) 

Natural  size.  Drawn  after  removal  of  the  tumour  and  before  the  blood  wa 

evacuated. 

[To  face  p.  726. 
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PLATE  XCV 


Interior  of  same  Sac  (Plate  XCIV.)- 
. . flfter  removal  of  the  blood  and  preparation  of  tlie  specimen  The 

molnZ  nature  of  the  cyst  is  shown,  with  the  Fallopian  tube  attached 
to  the  summit  of  the  sac,  not  opening  into  it.  ^ ^ ^ 727* 
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destroy  all  trace  of  tlie  distinctive  follicular  wall.  This  hydro-cystic  change 
in  the  follicles  of  the  ovary  may  be  attended  by  a corresponding  dropsical 
degeneration  (serous  pseudo-cysts)  in  the  stroma,  the  result  of  oedema. 

Hsemato-cystic. 

The  sanguineous  or  haemorrhagic  cysts  vary  greatly  in  size.  (I  have 
removed  several  such.  In  one  case  there  was  an  ovarian  blood-cyst  at  either 
side — each  cyst  the  size  of  an  orange.  These  were  taken  entire,  and  without 
rupture.  The  patient  made  an  admirable  recovery.  She  had  been  for  years 
suffering.)  The  smaller  or  multiple  (haBmato-follicular)  are  disseminated 
throughout  the  entire  ovarian  stroma;  this,  according  to  Petit,  represents  the 
mode  in  which  septicsemic  ovaritis  affects  the  organ.  The  larger  ones  are 
more  probably  due  to  a haemorrhage  into  the  interior  of  a hydro-cyst.  This 
variety  is  associated  with  a cortical  sclerosis.  The  cyst  has  a fibrous  wall  of 
varying  consistence.  The  parietal  epithelium  is  altered  or,  more  generally, 
destroyed.  Other  blood-cysts  are  associated  with  the  physiological  rupture 
of  the  Graafian  follicles.  The  microscopical  features  of  such  cysts  serve  to 
distinguish  them. 

Differentiation  of  Blood-Cysts  of  the  Ovary. — Bender,  having  investigated 
the  character  of  the  blood  in  twenty-three  cases  of  ovarian  blood-cysts, 
arrives  at  the  conclusion  that  when  there  is  a number  of  leucocytes  present 
(varying  from  six  to  eight  thousand)  with  the  normal  number  of  red  blood 
cells,  the  cyst  is  benign ; when  the  red  cells  diminish  in  number  in  the 
presence  of  leucocytes,  malignancy  may  be  suspected.* 

In  the  interstitial  haemorrhagic  cyst  the  flow  of  blood  has  been  more 
diffused.  The  extravasated  blood  becomes  encysted,  and  the  entire  substance 
of  the  ovary  may  thus  be  of  the  consistence  of  the  splenic  pulp.  This  class 
of  haemorrhage  more  frequently  follows  acute  ovaritis. 

Double  Paroophoritic  Blood -cysts. — The  ovaries  and  Fallopian  tubes  of 
a married  woman  (one  previous  pregnancy),  aged  39,  were  removed  by 
the  author.  She  had  suffered  from  retroversion  of  the  uterus.  Notwith- 
standing palliative  treatment,  she  continued  to  suffer  great  pain,  and  life  became 
intolerable.  On  operating,  a large  paroophoritic  cyst,  with  the  Fallopian  tube 
lying  over  it,  was  found  at  either  side . The  cysts  were  filled  with  blood. f 

Fig.  491  represents  ‘ apoplexy  of  the  ovary  ’ — the  chronic  hsemato-cystic 
haemorrhage  of  Petit.  It  shows  a tumour  removed  by  Alban  Doran. ^ 

In  referring  to  this  case  Doran  says — 

‘ The  general  appearance  of  the  diseased  ovary,  and  the  relations  of  the 
corpus  luteum  to  the  cavity,  indicated  a pathological  condition  which  bore  no 
relation  to  incipient  cystoma  of  the  organ. 

‘ No  rent  nor  cicatrix  of  a rent,  nor  any  aperture  nor  fistulous  track,  could 
be  detected  on  the  surface  of  the  ovary.  The  two  dilated  follicles  bore  no 
cicatrices. 

* Rev.  de  Gyn.  et  de  Chir.  Abd.,  July-Aug.,  1903.  t Brit.  Gyn.  Jour.,  1893. 
t Obstetrical  Society's  Transactions,  1890. 
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1 The  tumour  consisted  of  the  right  ovary.  It  weighed  two  ounces,  and 
measured  two  inches  and  a half  in  vertical  diameter,  and  one  inch  and  five- 

eighths  horizon- 
tally. The  surface 
was  of  a dull  drab 
colour,  and  puck- 
ered. A large, 
single  - chambered 
cavity  occupied  the 
interior  of  the 
ovary.  It  was  filled 
with  a tough  yellow 
substance.  The 
membrane  in  zig- 
zag folds  was  de- 
ficient towards  the 
yellow  substance, 
so  that  it  partially 
enclosed  a space 
(resembling  in  all 
respects  the  cavity 
of  a well  - formed 
corpus  luteum) 
which,  where  not 
bounded  b}7  the 
membrane,  opened 
out  against  the  yel- 
low substance.  On 
removing  the  sub- 
stance from  the 
cavity  in  which  it 

was  embedded  in 
Fig.  401.— Apoplexy  of  the  Ovary.  (Doran.)  one  0f  tpe  pa]f_ 

sections,  the  space  partially  enclosed  by  the  zig-zag  membrane  was  found  to 
open  out  into  that  cavity.  The  above  appearances  indicated  the  rupture  of 
a mature  follicle  into  the  stroma,  with  subsequent  haemorrhage.’ 

Olshausen  divides  ovarian  apoplexy  into  two  varieties : haemorrhage  into 
the  follicles  and  haemorrhage  into  the  stroma.  In  pure  examples  ot  the  second 
variety,  which  follow  local  congestion  and  are  seen  as  complications  of  scurvy, 
typhoid  and  other  fevers,  the  stroma  becomes  converted  into  a spongy  sub- 
stance full  of  fluid  blood,  resembling  the  spleen. 

The  present  specimen,  as  proved  by  the  appearances  described,  is  an 
example  of  ovarian  apoplexy  originating  in  a follicle,  but  involving  the  stroma 
through  rupture  of  the  follicle.  Olshausen,  who  recognizes  this  secondary 
form  of  haemorrhage  into  the  stroma,  describes  an  apparently  similar  case. 
Whilst  small  apoplexies  disappear,  as  a rule,  through  reabsorption,  and  leave 
no  trace  behind,  large  effusions  may  lead  to  the  partial  or  complete  destruction 
of  the  parenchyma,  involving  in  the  latter  case  the  conversion  of  the  ovary 
into  a single  cyst,  filled  with  a thick,  greasy  mass.’ 


PLATE  XCVL 


Large  Right  Ovarian  Pus  Sac  with  the  Portion  of  the  Tube 

OPENING  INTO  THE  SAC.  (AUTHOR.) 

Both  ovary  and  tube  were  embedded  in  adhesions,  the  sac  wall  being  lined  with] 

swollen  papillary  granulations. 

PLATE  XCVII. 


Smaller^ Left  Cystic  and  Gyromatous  Ovary  with  Sclerosed  Capsule  with 
the  Cystic  Tube  removed  from  the  same  Patient.  (Author.) 


See  other  side  for  abstract  of  the  Histological  Report  of  these  adnexa. 

[To  face  p.  728. 


Right  and  Left  Salpingo-Oophoritis,  with  Pas  Cysts  of  Ovaries. 


The  patient  from  whom  the  adnexa  (Plates  XCVI.,  XOYII.)  were  removed 
had  been  married  for  twelve  years.  She  had  had  two  children  at  full  term,  and 
two  miscarriages.  Her  last  pregnancy  was  nine  years  since.  Uterine  hsemor- 
rage  commenced  about  two  years  ago,  and  occasionally  was  very  excessive.  It 
was  associated  with  great  pain  in  the  left  side  and  over  the  sacrum.  Offensive 
clots  wTere  passed  occasionally,  and,  after  these,  watery  discharges.  Seven  years 
previously  the  uterus  had  been  curetted.  At  the  time  of  operation  she  was 
very  weak,  and  walked  with  difficulty.  At  operation,  a cyst  about  the  size  of  an 
orange  was  found  in  Douglas’  space  at  the  right  side,  with  a very  enlarged  and 
dilated  oviduct,  and  at  the  left  side  an  enlarged  and  diseased  ovary  with  a 
correspondingly  thickened  tube.  At  both  sides  the  adnexa  were  buried  in 
plastic  lymph.  The  pus  sac  ruptured  on  the  point  of  delivery,  but  very  little 
pus  escaped  into  the  abdominal  cavity.  After  removal  of  the  adnexa  the  pelvis 
was  freely  mopped  out  with  swabs  wet  with  formalin  solution.  The  tubes  had 
the  appearance  of  tuberculous  salpingitis,  and  the  associated  pus  cyst  made  me 
suspicious  that  the  trouble  might  be  of  tuberculous  nature. 


Abstract  of  Histological  Report  on  the  Adnexa  (Plates  XCVL,  XCVII  ). 

‘ The  Tubes.* — In  the  large  tube  (the  one  attached  to  the  ovarian  cyst),  the 
mucosa  is  nearly  entirely  replaced  by  granulations,  only  a few  columnar  tubes 
being  left  to  represent  plicae.  Under  the  peritoneum  are  seen  granulomatous- 
looking  areas,  circular  and  oval,  consisting  of  round-celled  infiltration  surrounded 
by  a fibrous  capsule.  The  entire  musculo-fibrous  wall  is  infiltrated,  and  the 
vessels  contained  in  it  have  thickened  walls.  No  giant-cells  are  seen. 

‘ The  smaller  tube  shows  plicae,  which  are  swollen  by  leucocytic  infiltration ; 
the  mucosa  between  the  plicae  is  also  infiltrated  in  like  manner.  There  are  no 
subperitoneal  deposits,  but  no  doubt  this  tube  shows  the  same  process  as  that 
seen  in  the  larger  one,  only  in  a much  earlier  stage.  No  giant- cells  are  seen. 
It  has  a pervious  abdominal  ostium,  near  to  which  is  a cyst  the  size  of  a filbert- 
nut  ; this  proceeds  from  the  lower  attached  margin  of  the  tube.  The  latter  is 
thickened,  but  to  a far  less  degree  than  its  fellow.’ 

‘ The  Ovaries. — The  cyst  measures  7 cm.  in  long  diameter,  and  5 cm.  in  the 
vertical.  Opening  into  its  upper  and  inner  aspect  is  the  tube  : the  point  of 
entrance  is  indicated  by  a bristle.  The  tube  is  much  thickened,  measuring 
2 cm.  in  thickness  at  its  cut  extremity.  The  cyst-wall  is  studded  by  what,  to 
the  naked  eye,  look  like  small  yellow  papillomata,  about  the  size  of  a pin’s 
head.  The  cyst-wall  contains  loculi,  probably  the  remains  of  Graafian  follicles, 
and  it  varies  considerably  in  thickness,  from  1 cm.  to  3 cm.  Externally  are 
seen  ragged  adhesions  of  organized  lymph. 

‘ The  smaller  ovary  measures  3'5  cm.  in  the  vertical,  and  3 cm.  in  the  trans- 
verse diameter.  Its  surface  is  puckered,  and  covered  by  organized  lymph. 
There  was  cystic  degeneration,  and  gyromatous  changes  were  present  through- 
out the  ovary.’ 


* See  Plates  LIT.,  LIU. 


PLATE  XCVIIL 


Pyo- cystic  Ovary  bisected;  removed  by  Abdominal  C celiotomy. 

(Author.) 

The  adnexa  were  embedded  in  adhesions.  The  tube  was  incorporated  with 
the  wall  of  the  sac;  not  opening  into  it. 


PLATE  XCIX. 


Exilrnal  Surface  of  same  Adnexa,  showing 

Incorporated  Tube. 


the  Adhesions  and 


PLATE  C. 


Tubo-Ovarian  Pyo-cyst — Sac  opened  to  show  Interior — Tube  opening 
into  the  Sac — Abdominal  Cceliotomy.  (Author.) 


PLATE  Cl. 


External  Surface  of  the  Ovary- the  Adherent  Tube  has  been 
dissected  out  from  the  Bed  of  Adhesions. 

[To  face  p.  729. 
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Pyocystic  Ovaritis 


This  begins  generally  in  the  ovisacs,  or  in  the  lymphatic  spaces, 
in  the  form  of  small  multiple  abscesses,  which  are  gradually  blended 
by  fusion  of  their  walls  through  necrosis  of  the  interposed  embryonic 
tissue.  The  size  varies.  They  frequently  are  imbedded  from 
within  outward  in  embryonic,  fibrous,  and  cellulo-vascular  tissue. 


Bonnet  and  Petit  record  a case  in  which  a follicular  cyst  contained  an 
abscess  the  size  of  a pigeon’s  egg.  This  cyst  was  situated  near  a larger  one 
of  the  same  nature,  the  contents  of  which  were  serous,  and  the  surrounding 
stroma  was  normal.  The  pyogenic  germs  they  consider  were  carried  by  the 
vessels  of  the  hilum.  They  point  out  that  an  ovarian  abscess  in  developing 
itself  has  a tendency  to  double  over  the  broad  ligament,  so  as  to  assume  the 
appearance  of  a phlegmon  of  the  latter.  Such  a doubling  over  is  very  decep- 
tive, and  in  operation  is  apt  to  be  mistaken  for  a broad  ligament  cyst. 

Briefly,  I may  summarize  the  progressive  changes  that  occur 
thus — 


1.  Follicular  degeneration  of  Graafian  follicles. 

Interstitial  changes  in  the  stroma — neoplasms , sclerosis,  cirrhosis , 
encysted  abscesses. 

a.  Sub  peritoneal  thiclcening  of  the  albuginea i due  to  peritoneal 
inflammation. 

d.  T anous  adhesions  of  the  ovaries  to  the  surrounding  pelvic 
structures. 

5.  Liquefaction  of  interstitial  effusions  of  lymph  and  blood,  furnish- 
ing secondary  serous,  caseous,  and  sanguineous  contents  of  cysts. 

We  are  especially  indebted  to  Nagel,  Gusserow,  and  Petit  for 
moie  accurate  knowledge  of  these  pathological  changes. 

Causation. — A case  of  uncomplicated  ovaritis  is  rare.  Still,  we 
occasionally  meet  with  it,  both  as  a result  of  chill  taken  at' the 
menstrual  period,  and  in  the  early  stages  of  gonorrhoea. 


Zymotic  Causes.— During  my  eleven  years’  connection  with  the  Cork  Fever 
Hospital,  I saw  marked  cases  of  ovaritis  in  patients  suffering  from  typhoid 
fever.  It  is  of  course  impossible  in  such  cases,  or  in  the  exanthemata,  to 
say  how  far  the  ovaries  may  have  been  involved  by  previous  inflammatory 
oi  degeneiative  changes.  Again,  in  typhoid  fever  we  can  readily  under- 
stand how  the  ovaries  may  become  involved  in  the  adjacent  peritoneal  and 
glandular  mischief. 

Alcoholic  Abuse.  Matthews  Duncan  attributed  the  occurrence  of  ovaritis 
frequently  to  the  abuse  of  alcohol.  Reflex  excitement  of  the  ovarian  nerves 
may  originate  it,  much  in  the  same  manner  as  orchitis  occurs  in  the  male. 
Hence  we  have  it  following  excessive  sexual  intercourse,  masturbation,  and 
the  passage  of  the  uterine  sound.  I have  no  doubt  that  such  reflex  nerve 
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disturbance  frequently  leads  to  more  grave  results  than  we  could  possibly 
anticipate  from  so  slight  an  exciting  cause  as  the  use  of  the  sound.  I believe 
analogous  febrile  conditions  in  the  female,  as  that  which  Sir  Andrew  Clark 
drew  attention  to  in  the  male  as  arising  from  the  passage  of  the  catheter, 
may  be  accounted  for  in  precisely  the  same  manner. 

Diagnosis. — The  enlarged  and  painful  ovary  may  be  felt  (a)  by 
palpation,  through  the  abdominal  wall ; ( b ) by  the  vagina,  by  a 
careful  digital  and  bimanual  examination  ; (c)  by  rectal  exploration, 
and  especially  by  the  conjoined  recto- vaginal  examination.  It  may 
vary  in  size,  feeling  about  the  size  of  a large  almond,  or  even  of  a 
pigeon’s  egg.  Pressure  on  the  ovary  excites  pain.  Unfortunately, 
however,  pain  in  a neurasthenic  woman  can  be  greatly  exaggerated. 
We  must  largely  discount  this  hyper-sensitiveness  complained 
of  when  making  our  diagnosis,  and  not  attach  too  great  an  im- 
portance to  it. 

4 Who,’  asks  Emmet,  1 are  the  sufferers  from  a condition  which  has  been 
termed  an  irritable  ovary  ? The  young  girl  who  has  had  her  brain  developed 
out  of  season ; the  woman  who  has  been  disappointed  or  crossed  in  love  by 
some  man  not  worthy  of  her  ’ (and,  he  might  have  added,  the  girl  who  is  made 
the  subject  of  unsatisfying  and  exciting  embraces,  indulged  in  during  long 
engagements) : ‘ those  who  have  been  ill-mated  and  often  unmated ; she  who 
has  sold  her  person,  under  the  guise  of  marriage,  for  money  or  position ; the 
prostitute ; and  she  who  degrades  herself  and  sacrifices  her  womanhood  by 
resorting  to  means  to  prevent  conception.  In  all  of  these  the  nervous  system 
has  been  first  abused,  and  then  nutrition  has  suffered,  some  accident  only 
locating  the  effects  in  the  ovary.’ 

Symptoms  and  Physical  Signs. — These  will  depend  on  the  severity 
of  the  attack,  the  presence  of  any  collateral  disease,  or  the  acute 
or  chronic  nature  of  the  affection.  Ovarian  congestion  may  be 
accompanied  by  any  form  of  pelvic  or  uterine  inflammation.  Hence 
the  gravity  of  the  symptoms  will  depend  on  the  nature  and  course 
of  the  attack.  This,  as  we  have  seen,  may  cease  at  active  hyperaunia, 
or  may  run  on  to  pelvic  abscess  and  pyo-salpinx  or  ovarian  abscess 
and  pyo-cysfc.  Ovaritis,  acute  and  chronic,  may  be  attended  by 
any  or  all  of  the  following  symptoms:  odphoria  ; dysodtocia;  dys- 
menorrhoea ; dyspareunia ; hysteria  and  hystero-epilepsy  ; various 
remote  (reflex)  pains ; neuralgia ; inability  to  walk ; pain  in 
defecation;  sterility.'' 

Treatment. — Complete  rest  when  there  is  any  acute  inflamma- 
tion ; the  knee-elbow  position  assumed  for  some  time  daily  ; the 

* See  chapter  on  Uterine  Reflexes,  p.  321. 


PLATE  CII. 


Sections  of  Resected  Portions  of  Ovaries  (x  2)  removed  from  Patients 
at  the  Same  Time  that  the  Uterus  was  Ventro-suspended. 

I he  albuginea  was  thickened  ; there  was  sclerosis  of  the  cortex  with  cystic 
degeneration.  Ihe  deeper  stroma  was  found  cellular,  the  follicles  atresis 
and  degenerate,  and  reduced  in  numbers.  There  were  corpora  lutea  in  all 
stages  of  evolution,  some  cystic  with  an  excess  of  lutein  cells  in  their 
walls.  Severe  adnexal  pain  and  dysmenorrhcea  were  added  to  the  symptoms 
due  to  the  retro-displacement  (Cuthbert  Lockyer’s  Report). 

[To  face  p.  730. 


PLATE  CIII. 


SIacroscopical  Appearances  of  a Cystic  and  Sclerosed  Ovary  with 

Portion  of  Tube. 

This  ovary  was  removed  from  a patient  (unmarried)  who  suffered  for  years  from 
' adnexal  pain  and  severe  dysmenorrhcea.  The  other  ovary  had  been  removed 
two  years  previously.  It  was  a large  cystic  ovary.  The  uterus,  which  was 
retroflexed,  was  at  the  same  time  ventro-suspended. 

[To  face  p.  /ol. 
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raising  of  the  foot  of  the  bed  or  couch  on  which  the  patient  lies  about 
four  inches  by  blocks  of  wood  or  long  castors  (Heywood  Smith)  ; 
avoidance  of  sexual  intercourse ; leeches  to  the  inguinal  region  or 
the  anus ; vesication  over  the  inguinal  region ; iodine  ‘ pigment  ’ 
applied  over  the  same  part,  or  a combination  of  chloroform  (tyi.), 
liniment  of  belladonna  (*ss.),  mastich  (^ii.),  camphor  (^ii.)?  an(l 
rectified  spirit  (ji.),  laid  on  with  a thick  brush.  This  is  an  ad- 


Fig.  492. — Letter’s  Irrigator.  Fig.  493. — Letter’s  Irrigator  applied. 

mirable  application  to  relieve  pain.  It  forms  a pigment,  and  can 
be  reapplied  daily.  Leiter’s  irrigator  can  be  applied  during  in- 
flammatory states.  The  bromides  can  be  given  internally,  and,  in 
the  chronic  stage,  iodide  of  potassium.  If  dysmenorrhoea,  hysteria, 
hystero-epilepsy,  or  neuralgia,  persist,  rendering  the  woman’s  life 
miserable,  the  operation  of  salpingo-obphorectomy  has  to  be  con- 
sidered. 


DISEASES  OF  THE  OVARIES  AND  FALLOPIAN  TUBES 

IN  CHILDREN.* 

Diagnosis  of  Ovarian  Disease  in  Children. 

As  illustration  of  the  value  of  bimanual  and  rectal  examination  in  the 
young  child,  George  Carpenter  mentions  the  case  of  the  diagnosis  of  an 
ovarian  cyst  in  a child,  22  months  old,  where  the  tube  was  also  involved,  and 
in  which  the  diagnosis  was  verified  by  operation.-}- 

We  may  classify  the  affections  of  the  ovaries  in  childhood  under 
the  head  of  malformation,  hernia,  cystoma,  sarcoma,  carcinoma, 
and  tuberculosis.  Bland-Sutton  has  described  the  tumours  of  the 

I have  already  referred  to  the  importance  of  rectal  examination  in  the 
diagnosis  of  diseases  of  the  genital  organs  in  children. 

t See  also  chapter  on  I irst  Steps  of  Examination  of  a Case,  rectal  examination 
and  bimanual  in  children  (G.  Carpenter),  p.  92. 
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oophoron,  under  the  head  of  the  oophoromata,  and  a hundred  cases 
of  ovariotomy  in  children  under  sixteen,  as  performed  by  various 
surgeons.  Such  tumours  may  arise  in  the  connective  tissue  of  the 
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Fig.  404.  — Condition  of  the  Internal  Female  Genitalia  in  a Child 
Twenty-two  Months  old,  determined  by  Rectal  and  Bimanual 
Examination.  (G.  Carpenter.) 

oophoron  or,  as  Doran  has  shown,  in  its  embryonic  tissue.  Most 
cy stomata  in  children  are  found  when  the  girl  approaches  puberty, 
as  large  a proportion  as  one-half  being  discovered  about  this  time. 


Fig.  405. — Drawing  of  the  Ovarian  Tumour  and  Fallopian  Tube  as  it 

APPEARED  ON  REMOVAL.  (G.  CARPENTER.) 

Diagnosis. — The  danger  of  overlooking  a tumour  of  the  genital 
organs  in  children,  or  of  mistaking  it  for  an  enlargement  or  growth 
from  some  other  organ,  is  greater  than  the  liability  to  error  once 
such  a condition  is  suspected.  Under  chloroform,  the  bowel  and 


PLATE  CIIIa. 


Sections  of  Ovaries  of  a Still-born  Child,  showing  Cystic  Degeneration. 

These  sections  were  made  by  Professor  Shrceder  at  Professor  Fritsch’s  Klinik 
at  Bonn,  and  given  there  to  the  author  (1904). 


[To  face  p.  782. 
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bladder  being  empty,  there  can  be  little  difficulty,  by  a gentle  yet 
thorough  rectal  and  vaginal  examination  bi-manually,  in  detecting 
tumours  of  the  adnexa. 


Cystomata. — Kelly  classifies  cystomata  as  adeno-cystomata,  unilocular  cysts, 
and  dermoid  cysts.  At  the  Johns  Hopkins  Hospital,  one-third  cf  the  ovarian 
tumours  found  in  children  were  dermoids ; and,  from  a case  reported  by 
Emanuel,  it  would  appear  that  a tumour  of  this  nature  may  become  malignant, 
in  his  case  recurrence  taking  place  after  complete  removal  of  the  cyst,  sarco- 
matous elements  having  been  found  in  its  stroma,  the  secondary  sarcoma 
occurring  in  the  omentum  and  abdominal  wall.  Several  cases  have  been 
recorded  of  carcinoma  of  the  ovary  in  children.  Kelly  gives  an  analysis  of 
120  cases  of  tumours  of  the  ovary  occurring  in  children,  in  which  ovariotomy 
was  performed,  50  per  cent,  of  the  children  operated  on  under  four  dying 
after  operation,  whereas  in  those  of  more  advanced  age  the  mortality  was 
much  lower.  In  the  126  cases  there  were  22  deaths. 

Analyzing  these  120  cases,  we  find  that  there  were  30  simple  cystic  or 
monocystic  tumours,  24  multilocular  cystoma,  1 adeno-cystoma,  43  dermoids, 
3 teratomata,  16  sarcomata,  1 myxo-sarcoma,  1 semi-solid  tumour,  1 papillary 
cystoma,  6 carcinomata. 

The  proneness  of  children  to  omental,  renal,  and  mesenteric  tumours, 
tubercular  and  other,  has  to  be  remembered,  though  this  does  not  exclude  the 
possibility  of  a hepatic,  splenic,  or  pancreatic  growth.  As  regards  the  treat- 
ment of  ovarian  growths,  operation  is,  whenever  possible,  the  one  plan  of 
treatment. 


Turning  to  inflammatory  conditions  of  the  adnexa,  the  relation- 
ship of  vulvo-vaginitis  to  ovaritis  and  salpingitis  should  be  noticed, 
Mark’s  post-mortem  examinations  showing  10  per  cent,  of  pus 
tubes  and  the  important  observation  has  to  be  made  that  pyrexia, 
abdominal  pam,  with  general  constitutional  disturbance  and  painful 
micturition,  may  be  due  to  adnexal  inflammation,  to  be  detected  by 
rectal  examination.  Appendicitis  also  may  accompany  the  ovaritis. 
The  exanthemata,  especially  where  the  exanthem  occurs  in  a child 
<>f  strumous  constitution,  may  be  attended  by  an  attack  of  salpingo- 
ovaritis.  . Gonorrhoea,  also,  is  to  be  remembered  as  another  source 
of  infection.  In  a table  published  by  Kelly,  of  115  cases,  97  had 
a gonorrhoeal  origin.  The  importance  of  this  relationship  between 
vul vo- vaginitis,  the  presence  of  the  gonococcus,  and  suppurative 
lsease  of  the  adnexa  in  children,  cannot  be  overestimated.  Kelly  * 
records  22  cases  of  tuberculosis  of  the  adnexa  in  children,  of  ages 

varying  fiom  1T  years  to  15  years.  In  half  the  number  the  disease 
occurred  before  the  age  of  six.f 

* Howard  Kelly,  ‘Cyclopedia  of  Diseases  of  Children,’  vol.  v.,  supplement. 

t or  a description  of  genital  tuberculosis  in  children,  see  chapter  on 
tuberculosis.  [ 
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Gonorrhoeal  Inflammation  of  the  Uterine  Appendages  in  a Girl  of 
3^  years,  detected  by  Bimanual  Examinations— Spontaneous 
Recovery. # 

George  Carpenter  reports  the  following  case  : f — 

‘ A child,  aged  3 b years,  had  a vaginal  discharge  of  six  weeks’  duration, 
pains  in  the  lower  part  of  her  abdomen,  and  frequency  of  micturition. 

‘ The  pus  from  the  vulva  contained  numerous  gonococci. 

‘ On  a bimanual  examination  of  her  pelvic  viscera  being  made  by  way  of 
the  rectum,  the  uterine  appendages  were  found  to  be  involved. 

‘ On  the  right  side  there  was  felt  an  irregularly  shaped  elastic  tumour 
attached  to  the  uterus  at  the  upper  part,  and  from  which  it  could  not  be 
differentiated  (G).  Its  free  extremity  was  movable.  It  presented  a central 
depression,  and  measured,  at  a guess,  11  inches  or  more  lengthwise  and  f of 


Fig.  49G. — Condition  of  Adnexa  determined  by  Vaginal  and  Rectal 

Examination. 

an  inch  across.  Rolled  between  the  fingers  of  the  two  hands,  there  seemed 
to  be  an  ill-defined  cord  upon  it  at  one  part.  On  the  left  side  the  Fallopian 
tube  apparently  ended  in  a fusiform  swelling  about  an  inch  long  and  a quarter 
of  an  inch  broad,  which  was  attached  to  the  side  of  the  pelvis  A.  This  was 
probably  the  enlarged  fimbriated  extremity  of  the  Fallopian  tube.  If  it  were 
the  ovary,  then  that  organ  was  decidedly  enlarged  for  her  age.  Lying  below 
this  body  were  two  rounded  bodies,  somewhat  movable,  one  of  them  being 
about  the  size  of  a small  pea,  the  other  half  that  in  diameter  (C  and  D).  The 
uterus  felt  natural  except  just  where  it  was  attached  to  the  tumour  on  the 
ri'dit  side.  All  the  parts  had  rather  a woolly  and  indistinct  feel,  which  was 
thought  to  be  possibly  owing  to  associated  pelvic  peritonitis. 

* See  also  pp.  92  and  93,  the  Pelvic  Organs  in  Children, 
t Read  at  the  Society  for  the  Study  of  Disease  in  Children,  April  15,  1901. 
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‘ Twenty-seven  days  subsequently,  the  pelvic  condition  had  considerably 
changed.  The  left  ovary  and  Fallopian  tube  were  found  to  be  of  natural 
size.  The  right  Fallopian  tube  was  decidedly  enlarged,  and  associated  with 
it  was  a very  elastic  tumour  half  an  inch  or  more  in  diameter.  The  uterus 
was  then  normal  to  the  feel.  All  parts  were  freely  movable.  There  was 
still  a purulent  discharge  from  the  vagina.’ 

The  case  remained  under  observation  for  five  months;  by  the  end  of  that 
time,  though  the  vaginal  discharge  still  continued,  while  the  vaginal  mucous 
membrane  and  the  portio  were  reddened  in  patches,  the  adnexa  were  almost 
normal  in  size.  Carpenter  considers  that  in  this  case  there  was  salpingitis 
probably  of  both  sides,  though  whether  the  right  tumour  was  an  enlarged 
tube  or  the  ovary  he  could  not  feel  certain.  The  uterine  appendages  were 
attacked  by  gonorrhoeal  inflammation,  and  they  apparently  spontaneously 
recovered  from  it. 

‘ There  are  now  a number  of  cases  of  localized  gonorrhoeal  peritonitis  in  little 
girls  on  record,  but  none  that  I am  aware  of  where  bimanual  examinations  of 


Fig.  437. — Same  Adnexa  examined  Twenty-seven  Days  afterwards. 

the  internal  genitalia  have  been  made  during  the  course  of  these  complications. 
I therefore  record  the  case  as  an  illustration  of  pelvic  disease  secondary  to 
gonorrhoea,  and  also  as  an  example  of  the  value  of  bimanual  examination  of 
the  internal  genitalia  in  young  children — a method  which  I have  long 
advocated,  and  the  technique  of  which  I have  desciibed.*  There  is  a further 
value  attached  to  this  case  in  that  it  shows  that  these  conditions,  at  least  in 
some  instances,  tend  to  spontaneous  recovery,  and  that  without  such  examina- 
tions cases  are  likely  to  be  passed  by.  It  is  interesting  to  speculate  on  the 
effect  such  complications  are  likely  to  produce  as  regards  future  child-bearing. 
Sterility  may  possibly  result  in  some  instances,  Marx  f is  of  opinion  that 
these  infantile  inflammations  are  apt  to  commence  afresh  at  puberty,  and 
often  are  the  real  cause  ot  pelvic  inflammations  of  newly  married  women 
hitherto  frequently  credited  to  the  husband.’ 

Eedialrics,  vol.  i.  pp.  491-500,  ‘ On  the  Aralue  of  llectal  Exploration  as 
an  Aid  to  Diagnosis  in  Diseases  of  Children.’ 
t Gazette  de  Gynecologie , Nov.  15,  1895. 
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OVARIAN  CYSTOMA. 

^Etiology  and  Pathology. 

2.  Simple  Parodphoronic  cysts. 

3.  Parovarian  cysts. 

4.  Gartnerian  cysts. 

5.  Tubo-ovarian  cysts. 

Development  of  Ovarian  Cysts. — There  can  be  no  doubt  that 
inflammatory  processes  in  the  ovarian  stroma  give  rise  to  the 
formation  of  cysts  in  the  connective  tissue.  But  such  cystic  de- 
generation may  arise  from  epithelial  degeneration,  from  changes  in 
the  bloodvessels,  or  from  degenerative  changes  in  the  follicles  or 
corpora  lutea.  Hence,  with  ovarian  cysts  we  find  associated  endo- 
theliomatous  and  gyromatous  conditions,  blood  cysts,  and  pus  cysts. 
Mary  Dixon  Jones  made  a careful  study  of  the  entire  subject,  and 
has  published  her  conclusions  in  1900,  supported  by  microscopical 
evidence.'1'  The  general  result  may  be  thus  summed  up  : Ovarian 
cysts,  whether  commencing  in  the  stroma  and  interstitial  structure 
of  the  ovary  or  in  the  Graafian  follicles,  are  secondary  consequences 
of  inflammatory  processes  which  tend  to  produce  an  embryonal  con- 
dition ending  in  granular  degeneration  and  a breaking  down  into 
cysts. 

After  microscopic  examination  of  a number  of  diseased  ovaries, 
she  comes  to  the  following  conclusions  : — 

(1)  Cyst  formations  are  the  outcome  of  disease  ) (2)  no  ovarian 
cyst,  small  or  large,  exists  without  a previous  oophoritis  ; (3)  other 
things  being  equal,  the  more  intense  the  inflammation  the  more 
rapid  is  the  growth  of  the  cyst  ; (4)  there  can  be  no  cyst  without  a 
reduction  of  the  tissue  to  protoplasm ; (5)  this  reduction  to  proto- 
plasm is  what  we  call  inflammation ; (6)  cysts  are  always  the  result 

* Amer.  Jour,  of  Obstet.,  vol.  xvii..  No.  4,  1900. 


Cysts  : — 

1.  Obphoronic  cysts. 

a.  Simple  cysts. 

b.  Adenomata. 

c.  Dermoids. 


PLATE  CIV. 


First  Operation  .-—Right  Cystic  Ovary  removed  by 
Patient  suffering  from  Severe  Anorexia  and 
v ith  Complete  Relief  from  tiie  Symptoms. 


CcELIOTOMY  FROM  A 

Constant  Vomiting. 


The  left  ovary  was  reseated  at  the  same  time. 


PLATE 


•Second  Operation  :-The  Left  Ovary  containing  Blood  Cyst  and  Dual 
Cast  in  the  Broad  Ligament  removed  One  Year  subsequently  to 

and  foe  sim,lak  s"™’ 


[To  face  p.  736. 
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Opekation  Two  Years  subsequently. 

cyst  A was  found  between  ‘the^dometrinm,  presented  the 

^be  drawing.  The  hysterectcny  - pester 
persistent  uterus  haemorrhage. 
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of  inflammation  and  are  always  accompanied  by  more  or  less  pain, 
distress,  and  disturbance  of  the  general  health. 


1.  Oophoronic  Cysts. 

a.  Simple  Cysts. — These  are  due  to  distension  of  the  Graiiffian 
follicles  of  the  ovary.  Occasionally  a single  follicle  enlarges,  and 
may  attain  a considerable  size,  but  usually  these  cysts  are  multi- 
locular  ; a true  unilocular  cyst,  when  large,  is  much  more  often 
paroophoronic  or  parovarian.  The  ‘ cystic  ovary,’  so  often  found  in 
connection  with  chronic  ovaritis,  is  an  example  of  a simple  multi- 
locular  cyst  in  an  early  stage  of  development.  When  the  cysts  are 
still  small,  they  are  lined  with  a single  layer  of  cubical  or  columnar 
epithelium,  which  may  be  ciliated ; in  medium-sized  cysts  the 
epithelium  may  be  stratified ; but  in  the  largest  cysts  it  is  usually 
impossible  to  demonstrate  any  epithelium,  for  this  becomes  flattened 
and  finally  obliterated  by  the  increasing  intra- cystic  pressure.  The 
walls  then  appear  to  be  composed  only  of  fibrous  tissue ; this  is  at 
first  dense,  but  as  expansion  proceeds  it  becomes  progressively 
thinner,  until  the  wall  may  give  way  under  even  gentle  manipulation. 

In  some  cases  a single  cyst  the  size  of  a walnut  is  found  to 
contain  blood,  or  a blood-stained  fluid  ; the  generally  accepted  view 
is  that  this  is  due  to  haemorrhage  into  a Graafian  follicle  which  has 
become  converted,  without  rupture,  into  a corpus  luteum,  for  the 
thick  wall  is  lined  by  the  yellow  and  plicated  membrane  character- 
istic of  the  corpus  luteum.  The  condition  was  formerly  known  as 
apoplexy  of  the  ovary.  Doran  has,  however,  shown  that  true 
ovarian  apoplexy  consists  of  a haemorrhage  into  the  ovarian  stroma 

through  ruptuie  of  a follicle,  and  the  term  is  now  properly  restricted 
to  this  accident. 

b.  Adenomata.  As  the  name  implies,  the  characteristic  of  these 
cysts  is  the  presence  of  glandular  elements ; from  this  it  follows, 
first,  that  these  tumours  are  often  semi-solid ; second,  that  as  the 
glands  are  of  the  mucous  type,  the  contents  are  usually  viscid, 
consisting  largely  of  mucin.  But  it  is  a very  curious  feature  of 
these  adenomata  that  in  the  different  loculi  several  different  kinds 
of  contents  may  be  present ; in  one  the  typical  clear  viscid  mucus, 
in  another  a clear  limpid  fluid;  in  a third  a chocolate-coloured 
fluid,  due  to  admixture  of  blood.  The  epithelium  lining  the  loculi 
is  usually  of  the  tall  columnar  type,  the  regularity  of  the  cells 
giving  them  an  appearance  which  has  been  likened  to  a palisade. 

3 B 
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Sometimes  a large  loculus  is  seen  to  be  surrounded  by  several  small 
ones  • these  may  be  congregated  to  one  side  of  the  main  loculus, 
suggesting  the  c signet-ring  ’ type  found  in  the  Graafian  follicle.  In 
other  cases  several  loculi  may  communicate  together,  and  this  may 


Kig.  498. Portion  op  a Multilocular  Ovarian  Cyst  Adenoma  showing 

the  Varieties  op  Loculi.  (Bland-Sutton.) 

c,  primary ; d,  secondary. 

occur  to  such  an  extent  that  the  cyst  appears  to  be  unilocular ; but 
even  in  these  cases  small  loculi  may  always  be  detected  round  the 
periphery  of  the  main  cavity. 

* The  Etiology  of  Ovarian  Adenoma. — Walthand  has  made  an  exhaustive  ex- 
•imination  of  80  ovaries  from  persons  of  various  ages,  from  new-born  infants  to  old 
women  over  sixty  years  of  age.  He  enters  most  fully  into  all  the  developmental 
relations  of  the  epithelial  elements  in  the  ovary,  and  the  histological  questions 
connected  with  the  germ  epithelium,  the  origin  of  the  membrana  granulosa,  and 
the  formation  of  glandular  tubes  as  well  as  cysts  Zettsch.  f Grb  n "fU  “• 
xlix..  lit.  2.  See  summary  by  Thomas  Wilson,  Jour.  Obstet.  a ml  Oyn.  But. 

Em,}).,  July,  1903. 
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In  some  adenomata  papillomatous  growths  are  found ; they  are 
usually  intra-cystic,  and  there  is  reason  to  believe  that  they  owe 
their  origin  in  some  instances,  at  least,  to  the  fact  that  the 
paroophoron  is  involved  in  the  growth.  This  may  be  regarded  as 
the  explanation  more  especially  of  papillomatous  masses  arising  from 
the  deeper  parts  of  the  growth  and  invading  the  broad  ligament. 
In  rare  cases  the  papillomata  are  found  on  the  surface  of  the 
tumour,  and  these  have  been  described  as  £ surface  papilloma.’ 
In  all  probability  these  growths  have  been  in  every  case  originally 
intra-cystic,  the  wall  of  the  cyst  having  thinned  out  to  such  an 
extent  that  it  has  given  way.  Surface  papillomata  are  always 
associated  with  hydroperitoneum,  and  the  papillomata  show  a great 
tendency  to  secondary  deposition  on  other  portions  of  the  peritoneum, 
sometimes  far  distant  from  the  original  growth.  Adenomata 
associated  with  papillomata  are  frequently  bilateral. 

As  a rule,  adenomata  belong  to  the  benign  type  of  tumours,  but 
not  infrequently,  and  especially  when  they  are  bilateral,  they 
present  malignant  features,  notably  in  the  form  of  secondary 
growths,  which  may  attack  the  rectum,  large  or  small  intestine, 
stomach,  duodenum,  omentum,  or  mesentery.  The  mortality  after 
operations  for  malignant  adenomata  is  very  great,  and  is  often  due 


to  the  presence  of  the  secondary  deposits,  which  may  have  given 
rise  to  no  characteristic  symptoms,  so  that  their  existence  is  not 
suspected  until  the  abdomen  is  opened.  Sometimes,  however, 
suspicion  . is  aroused  by  the  co-existence  of  hydroperitoneum! 
When  this  is  found  associated  with  hydrothorax,  the  ovarian 
tumour  may  with  certainty  be  diagnosed  as  malignant,  and  opera- 
tive interference  is  contra-indicated. 

c.  Dermoids.— Cystic  tumours  are  found  arising  from  the  oophoron 
and  containing  structures  characteristic  of  mucous  membrane  or 
of  the  skin  and  its  derivatives.  These  are  called  dermoids  ; and, 
as  the  name  implies,  only  those  tumours  containing  cutaneous 
structures  were  originally  included  in  this  group.  The  differences 
m what  writers  understand  by  dermoids  account  for  the  varying 
statements  as  to  their  frequency,  inasmuch  as  some  writers,  as"! 
for  instance,  Bland-Sutton,  maintain  that  cysts  characterized  by 
mucous  membrane  should  be  classed  as  dermoids,  as  structures 
characteristic  of  these  latter  are  found  side  by  side  with  the  other 
cysts  in  the  same  tumour.  There  are  several  kinds  of  dermoids  • 
some  are  unilocular,  others  bilocular,  the  two  portions  having 
apparently  arisen  independently,  whilst  there  is  a third  kind  in 
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which  one  or  more  loculi  of  a multilocular  cyst  have  dermoid  con- 
tents, the  rest  presenting  the  usual  characters  of  ovarian  adenomata. 
In  dermoids  of  the  mucous  membrane  type  tubular  or  racemose 
mucous  glands  may  be  demonstrated  on  microscopic  examination ; 
and  these  cysts  are  of  course  filled  with  mucin.  In  the  other,  and 
perhaps  even  more  remarkable,  dermoids,  we  find  such  things  as 
hair,  bone,  cartilage,  teeth,  horn,  nails,  and  mammary  glands.  The 
hair  is  generally  of  the  same  colour  as  that  of  the  woman’s  head  ; 
it  may  attain  a great  length,  and  in  dermoids  of  old  standing  it  is 
often  found  shed  and  rolled  up  in  a ball  in  the  interior  of  the  cyst. 


Fig.  49V). An  Ovarian  Dermoid  with  a Spurious  Mamma  and  Nipple 

GROWING  FROM  ITS  WALL.  (I>LAND-SUTT0N.) 

(Museum,  Eoyal  College  of  Surgeons.) 


Teeth  may  be  present  in  large  numbers,  and  different  shapes ; 
molars,  incisors,  and  canines  may  be  represented.  A mammary 
<dand  is  sometimes  adorned  with  a rudimentary  nipple;  but  tie 
substance  of  the  ‘ gland  ’ is  made  up  of  fat,  not  of  gland  tissue.  On 
microscopic  examination  of  the  wall  of  a dermoid  v e find  t le 
histological  characters  of  true  skin,  including  sebaceous  and  sw  eat 
glands  ; non-striped  muscle  and  nerve  tissue  have  also  been  de- 
scribed. Besides  the  various  structures  we  have  enumerated,  the 
contents  of  a dermoid  usually  consist  of  a mixture  of  shed  epithelium, 
loose  hair,  and  fat  derived  from  the  sebaceous  glands ; the  whole 
forming  a pultaceous  mass.  The  dermoid  contents  sometimes  become 
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broken  up  and  rolled  into  a great  number  of  little  balls,  the  size  of 
peas ; these  have  been  called  epithelial  pills,  and  consist  of  epithe- 
lium fat ; the  nucleus  may  consist  of  one  or  more  hairs.  In  a case 
reported  by  Walter  (Manchester),  4000  of  these  little  balls  were 
found.  Dermoids  are  sometimes  bilateral. 

It  is  a curious  fact  that  among  ovarian  tumours  complicating 
pregnancy,  a large  proportion  of  the  reported  cases  have  been  der- 
moids ; and  the  complication  is  a serious  one,  because,  apart  from 
the  mechanical  difficulties  which  may  arise  during  parturition,  there 
is  a considerable  danger  of  septicaemia,  owing  to  the  tendency  of 
dermoids  to  suppurate.  At  the  same  time,  it  must  be  pointed  out 
that  in  some  cases  the  greenish  or  yellowish  contents  of  a non- 
suppurating dermoid  have  been  mistaken  for  pus.  Even  when  there 
is  no  question  of  pus,  the  contents  of  a dermoid  are  apt  to  be  very 
irritating  to  the  peritoneum,  if  they  escape  into  the  peritoneal  cavity 
owing  to  the  rupture  of  a cyst  during  extraction  ; this  accident 
should  therefore  always  be  avoided  if  possible,  and  the  tumour 
extracted  whole. 

A well-formed  heart,  with  mitral  valve,  half  the  tongue,  a hand,  the  jaw- 
bone, trachea,  and  the  eye,  have  been  found  in  dermoids  by  Johnstone 
(Cincinnati).  He  contends  that — 

‘ ddie  ovarian  dermoid  is  a true  parthenogenesis,  that  is,  “ that  the  ovum 
itself  is  at  fault,  and  that,  instead  of  losing  one  of  its  polar  cells,  it  retains  the 
male  element  from  some  pathological  reason  and  goes  on  in  a weak  way  in 
an  effort  to  form  the  human  body.”  If  dermoids  were  a doubling-in  of  the 
mother’s  own  membranes  we  should  expect  to  find  them  in  the  hilum  of  the 
ovary.  Such  a thing  is  almost  unheard  of,  and  therefore  they  are  not 
the  remnants  of  the  mother’s  own  foetal  life.  The  same  pathological  process 
that  starts  the  hypertrophy  of  the  ovary  which  results  in  ovarian  tumours, 
catching  many  of  the  follicles  in  different  grades  of  development,  finds  some 
of  the  ova  contained  in  these  follicles  that  have  not  lost  the  polar  cell  and 
are  still  adherent  to  the  Graafian  follicle.  This  hypertrophic  growth  arrests 
the  development  of  the  ovum,  holds  it  fast  to  the  cyst-wall,  and  does  not 
allow  the  little  ceff  to  follow  out  its  physiological  law  and  get  rid  of  one 
element.  This  being  retained  and  receiving  food  and  nourishment,  in  an 

irregular  way  attempts  to  follow  out  its  own  natural  history,  and  a dermoid  is 
the  result.’ 

Teratoma  Ovarii.— Backhaus  had  a typical  case  of  this  condition.  The 
growth  occurred  in  a girl  aged  seventeen,  being  the  size  of  a man’s  head. 

. Xt  hacl  develoPed  the  course  of  three  years,  consisted  chiefly  of  solid 
tissue,  resembling  homogeneous  marrow  in  appearance,  with  cysts  containing 
cartilage,  hair,  and  teeth ; radiographically  bony  strata  could  be  recognized. 
Microscopical  examination  showed  a motley  confusion  of  derivatives"  of  all 
t uee  germinal  layers  with  undefined  arrangement.  A comparatively  large 
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quantity  of  embryonal  brain  matter  was  present,  and  spots  were  noticeable 
which  appeared  to  be  proliferating  or  ependyme  cells.  On  the  twenty-fifth 
day  after  the  first  operation  (ovariotomy  of  the  right  adnexa),  as  the  tumour 
appeared  to  be  malignant,  the  other  ovary  and  the  uterus  were  removed  by 
the  vagina  and  two  subsequent  laparotomies  were  performed  for  ileus.  After 
about  three  months  metastases  appeared  in  the  most  various  organs,  omentum, 
liver,  brain,  and  kidneys,  and  the  patient  after  five  months  died  in  her  own 
home.  Backhaus  classifies  the  teratomata,  the  solid  embryomata  of  the 
ovaries,  among  malignant  new  growths.’  * 

Pick  has  shown  that  teratomata  may  contain  derivatives  of  the  membranes 
of  the  embryo,  and  in  one  case  there  was  a hydatiform  growth  in  part  of  the 
dermoid  tumour — a cliorio-epitheliomatous  new  growth. 

In  a case  of  Falk’s  f there  were  metastases  of  small  nodular  growths  over 
the  entire  peritoneum,  and  one  of  the  nodes  was  proved  to  contain  cysts 
lined  with  cylindrical  epithelium,  smooth  and  striated  muscular  fibres,  car- 
tilaginous material,  skin  elements,  and  ganglion  cells. 

Dermoid  Cysts  of  the  Broad  Ligaments.— These  cysts  are  quite  independent 
of  the  ovaries  ; they  form  a distinct  variety.  They  are  very  rare,  only  some 
ten  cases  having  as  yet  been  recorded.  Their  pathology  is  allied  to  that  of 
those  of  the  ovary  ; their  diagnosis  is  most  difficult.  They  evolve  more 
slowly,  they  cause  more  pain,  and  are  more  sensitive  to  manipulation  than 
the  ovarian4 

Retro-rectal  Cysts. — These  have  been  met  with  in  some  few  cases.  They 
occur  either  above  or  below  the  levator  ani,  between  the  rectum  and  coccyx, 
or  in  the  subserous  tissue  between  Douglas’  pouch  and  the  levatoi.  lliose 
in  front  of  the  rectum  are  apt  to  be  mistaken  for  other  tumours  in  the  pouch. 
They  must  be  removed  by  an  incision  at  the  side  of  the  sacrum,  01 
perineotomy,  according  to  the  situation  of  the  cyst.§ 

Cancer  in  a Dermoid  Cyst  of  the  Ovary— Clark,  of  Johns  Hopkins  Hospital, 
has  recorded  a case  of  a combined  cystic  and  solid  tumour  of  the  left  ovary. 
The  cyst  had  the  characteristic  epidermal  appearance,  and  there  was  a growth 
of  short  black  hair.  No  teeth,  bone,  or  cartilaginous  structures  were  found, 
but  on  microscopic  examination  of  sections  taken  at  the  junction  of  the  cyst- 
wall  with  the  tumour,  cancerous  epithelial  degeneration  and  projections  were 
seen,  while  the  centre  of  the  tumour  was  almost  entirely  composed  of  cancerous 

structure.  . 

Tuberculosis  and  Dermoid. — Elsewhere  a cone  of  dermoid  is  recoided  m 

which  the  tumour  was  mistaken  for  a malignant  one,  but  operation  proved  it 
to  be  associated  with  pelvic  tuberculosis. 

2.  Paroophoronic  Cysts. 

These  are  developed  in  the  hilum  of  the  ovary,  and  while  they 
are  still  small,  they  can  be  distinguished  from  the  previous  varieties 

* Brit.  Gyn.  Jour.,  May,  1901,  and  Munch . m.  Wchns.,  1901,  No.  10. 

f Monf.  Gel),  u.  Gyn.,  bd.  xii.,  ht.  3. 

X Bertholet,  Brit  Gyn.  Jour.,  1899. 

§ Arch.  f.  Klin.  Cliirurgie , bd.  lvii.,  ht.  1. 
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Broad  Ligament  Cyst.  (J.  Taylor.) 

Nat.  size.  Removed  successfully  by  the  vagina. 

[To  face  p.  742. 
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Cyst  of  the  Meso-salpinx,  simulating  an  Ectopic  Gestation  Cyst. 

(Author.) 
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Parovarian 


Cyst  Lying  in  Douglas 
on  Uterus. 


’s  Pouch,  simulating  Retroyeksion 
(Author.)  [To  face  p.  < A'S. 
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by  the  fact  that  the  cortex  of  the  ovary  can  be  recognized  more  or 
less  unaltered  on  the  surface  of  the  cyst.  They  are  distinguished 
from  parovarian  cysts  (to  be  next  described),  by  the  fact  that  the 
ovary  is  involved  (Fig.  500).  When  they  attain  a considerable  size, 
the  ovarian  tissue  may  be  very  hard  to  recognize  ; but  they  are  easily 
differentiated  from  oophoronic  cysts  by  the  following  characters ; 
they  burrow  deeply  into  the  broad  ligament,  are  unilocular,  and 
their  walls  are  frequently  lined  by  papillomatous  masses.  When 
no  papillomata  are  present,  it  may  not  be  possible  to  say  whether 
the  cyst  owes  its  origin  to  the  paroophoron  or  to  the  parovarium  ; 
but  the  presumption  will  be  in  favour  of  the  latter.  The  walls  of 


Fig.  500.— An  Incipient  Oophoronic  Cyst.  (Bland- Sutton.) 
a,  oophoron  ; b,  paroophoron  ; p,  parovarium  ; p,  fallopian  tube. 


paroophoronic  cysts  are  lined  by  a single  layer  of  columnar  epi- 
thelium, and  are  often  thin ; consequently  they  easily  rupture, 
exposing  the  papillomatous  masses.  This  is  always  followed  by 
abundant  hydro-peritoneum,  and  the  warty  growths  show  a great 
tendency  to  be  detached  and  transplanted  to  distant  parts  of  the 
peritoneum,  where  they  become  the  starting-point  of  fresh  growths. 
There  is,  however,  no  tendency  to  recurrence  after  removal,  and 
with  the  evacuation  of  the  fluid  from  the  peritoneal  cavity  the 
secondary  warts  disappear  from  the  peritoneum.  Paroophooronic 
cysts  are  frequently  bilateral. 

I he  papillomata  are  usually  very  vascular,  and  free  haemorrhage 
may  occur  during  the  manipulations  incidental  to  their  removal. 
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3.  Parovarian  Cysts. 

These  are  due  to  distension  of  the  vertical  tubes  representing  the 
remains  of  the  mesonephric  tubes  known  as  broad  ligament  cysts. 
As  they  grow  they  distend  the  layers  of  the  meso-salpinx,  and  the 
Fallopian  tube  is  found,  often  elongated,  lying  across  the  summit  of 
the  cyst  (Fig.  501).  The  ovary  of  the  same  side  can  generally  be 
distinguished  as  distinct  from  the  tumour.  In  the  case  of  very  large 
cysts,  the  ovary  may  be  so  flattened  as  to  be  almost  unrecognizable 
except  on  microscopic  section.  Parovarian  cysts  are  found  of  all 
sizes;  small  cysts  the  size  of  a pea  may  be  discovered  accidentally, 
when  the  abdomen  is  opened  for  other  reasons  ; but  cysts  which  are 
operated  upon  mostly  vary  in  size  between  a large  orange  and  a 
cocoa-nut.  The  smaller  cysts  are  lined  with  ciliated  columnar 
epithelium;  as  the  tumour  enlarges,  the  epithelium  first  becomes 
stratified,  and  then  atrophies.  The  walls  are  thin  and  translucent : 
the  contents  consist  of  a clear  limpid  fluid,  which  throws  down  a 
flaky  precipitate  with  alcohol.  Papillomatous  masses  are  rarely  found 
in  their  interior,  and  this  serves  to  distinguish  them  from  the  paro- 
ophoronic  cysts  previously  described.  They  are  always  unilocular. 
They  occur  most  frequently  between  the  ages  of  twenty  and  forty. 


4.  Gartnerian  Cysts. 


In  foetal  life,  the  mesonephric,  or  Wolffian  duct  passes  from  the 
mesonephros  (parovarium  of  the  female')  to  the  base  of  the  bladder. 


Fig.  501.— A 


Cyst  of  the  Parovarium,  showing  its  Relation  to 
and  Tube.  (Bland-Sutton.) 

a,  oophoron  ; b,  paroophoron ; f,  fallopian  tube. 


As  development  proceeds,  this  duct  becomes  obliterated, 


Ovary 


leaving 
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only  the  vestige  known  as  Gartner’s  duct.  In  some  mammals,  such 
as  the  cow,  these  ducts  normally  remain  patent ; and  in  the  adult 
female  portions  of  the  duct  may  escape  obliteration,  and  become 
distended  with  a clear  fluid.  Such  cysts  may  consequently  be  found 


Fig.  502. — Parovarian  Cyst  situated  between  the  Ampulla  of  the  Tube 
and  the  Outer  End  of  the  Ovary.  (Howard  Kelly.) 

anywhere  along  the  original  course  of  the  duct,  that  is,  in  the  broad 
ligament  below  the  ovary,  by  the  side  of  the  uterus,  or  along  the 
lateral  wall  of  the  vagina.  They  are  seldom  larger  than  a hen’s 
egg,  but  occasionally  they  may  attain  much  greater  dimensions. 

Racemose  Cysts  of  the  Ovary. — Jayle  and  Benden*  describe  a 
rare  form  of  ovarian  cyst  characterized  by  the  presence  of  masses 
of  vesicles  varying  in  size,  containing  a sero-albuminous  fluid, 
hcemorrhage  having  occurred  into  some  of  these.  The  wall  of  the 
vesicle  contained  dense  connective  tissue.  They  were  lined  by 
different  types  of  epithelium,  but  at  the  pedicular  side  the  single 
layer  of  cells  was  continuous  with  the  germ  epithelium  of  the  ovary. 
The  authors  regard  these  vesicles  as  arising  from  the  germ  epithe- 
lium covering  the  ovary,  and  not  from  the  Graafian  follicles. 

Papillary  Cystoma. 

Olshausen  | differentiated  the  various  types  of  papillary  cystoma, 
adenomatous  papilloma,  adeno  - carcinomatous  papilloma,  cysto- 
adeno-papilloma  with  carcinoma  or  sarcoma.  AVe  may  thus  have 

* Rev.  de  Gyn.  et  de  Cliir.  Abd .,  Sept.-Oct.,  1903. 

t Die  kranheiten  der  ovarien , 1877 ; J.  W.  Williams,  Johns  Hopkins  Reports , 
vol.  iii.,  1892  ; and  Pfannansiiel.  Arch.  f.  Gyn.,  1895. 
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a parovarian  papillomatous  cyst,  a hydrops  papilloma  of  the  Graafian 
follicle,  an  adenomatous  papilloma  which  may  be  either  simple  or 
of  a pseudo-mucinous  nature,  a papillomatous  adeno-carcinoma,  and 
a papillomatous  adeno-sarcoma.  Howard  Kelly,  in  vol.  ii.  of  his 
‘ Operative  Gynaecology,’  gives  a most  clear  description  of  the 
etiology  and  differential  histology  of  the  ovarian  papillomata.  He 
draws  attention  to  the  following  points: — (a)  A papilloma  has 
never  been  shown  to  have  changed  into  a carcinoma.  (b)  The 
method  of  invasion  of  carcinoma  has  nothing  in  common  with  that 
of  papilloma,  (c)  The  latter  frequently  causes  extensive  ascites, 
and  is  apt  to  he  distributed  and  implanted  as  new  foci  throughout 
the  peritoneal  cavity.  ( d ) Metastases,  in  the  true  sense  of  the 

term,  are  rare  in  the  instance  of  papilloma.  Cases  of  papilloma, 
when  the  diseased  masses  have  been  removed,  even  though  implan- 
tation had  occurred  into  the  peritoneal  cavity,  have  survived  for 
years.  ( e ) Papillomata  frequently  have  a slow  growth.  (/)  No 
anatomical  distinction  can  be  drawn  between  those  papillomata  on 

the  surface  of  the  ovary  and 
those  occurring  in  its  interior. 
On  the  other  hand,  follicular 
papillomata  may  sprout 
through  the  walls  of  the  folli- 


cles and  thus  come  to  be  super- 
ficial. 

An  ovarian  papilloma  com- 
mences by  a proliferation  of 
the  epithelium,  with  connec- 
tive tissue  development,  the 
latter  sustaining  the  former. 
‘It  begins,’  says  Kelly,  ‘by  a 
proliferation  of  the  epithelium, 
and  as  this  pushes  out  from 
the  surface,  and  then  branches 
and  branches  again,  the  con- 
nective tissue  follows  it,  lying 
beneath  the  surface,  and  carry- 
ing the  blood  and  lymph  ves- 
sels. . . . The  appearance  of  a 
papilloma  is,  in  fact,  in  cross 
section,  that  of  a tissue  interpenetrated  by  glands.’  In  other  cases, 
in  which  the  connective  tissue  elements  are  in  excess  of  the  epithelium, 


Fig.  503. — Cysto-papilloma  of  the 
Ovary.  (Cullen.) 

Half  of  tumour.  Springing  from  its 
outer  surface  are  papillary  masses. 
They  also  project  from  the  inner  sur- 
faces of  the  cysts.  (Two -thirds 
natural  size.) 


PLATE  CX 


» 


•I 
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there  is  a greater  abundance  of  bloodvessels,  these  smaller  masses 
being  barely  covered  by  epithelium  and  approaching  the  nature 
of  papillary  fibromata. 

The  diagnostic  points 
are  not  very  well  de- 
fined. Bilateral  and 
irregular  cystic  masses, 
hard,  adherent,  and 
fixed,  and  accompanied 
by  ascitic  fluid,  may 
cause  us  to  suspect 
that  a given  mass  is 
papillomatous,  and  an 
examination  by  the  rec- 
tum may  help  to  confirm 
this.  The  hardness  of 
the  tumours  and  the 
presence  of  ascites,  to- 
gether with  other  symp- 
toms of  cachexia  and  in- 
creasing loss  of  weight,  may  make  us  suspicious  of  malignant  ovarian 
disease,  but  further  than  that  it  is  of  a malignant  nature  we  cannot  o-o. 

Papillary  parovarian  cysts  are  comparatively  rare.  Pfannanstiel 
found  only  three  in  forty-eight  cases  of  papillomata.  Their  contents 
are  mainly  fluid,  and  the  papillomatous  masses  are  neither  large  nor 
numerous.  Ciliated  epithelium  is  found  inside  the  cyst.  The  folli- 
cular cysts  (Graafian)  are  not  malignant.  In  the  pseudo-mucinous 
group  there  are  multilocular  cysts  containing  pseudo-mucin e,  vary- 
ing in  consistence  and  in  the  character  of  the  secretion.  They  are 
generally  pecliculated  and  generally  grow  in  pairs.  Their  growth 
is  slow,  their  nature  benign,  and  the  papillomatous  growths  are 
principally  found  in  the  cystic  spaces  and  near  the  pedicle.  In  the 
papillary  adenomata  we  find  ciliated  epithelium,  though  this  is  not 
universal  throughout  the  tumour.  Among  papillomatous  tumours 
this  form  is  rather  common.  They  are  frequently  bilateral,  and  do 
not,  as  a rule,  attain  to  a large  size,  the  average  maximum  bein o' 
that  of  a closed  fist.  I he  cystomatous  variety  often  grows  to  a 
fairly  large  size,  the  contained  fluid  being  of  a serous  character 
without  mucine.  They  are  frequently  pediculated,  while  others 
grow  between  the  folds  of  the  broad  ligament.  If  thoroughly 
extirpated  they  do  not  recur. 


Fig.  504.— Papillary  Ovarian  Cystoma. 
(Author.) 
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In  the  adeno-carcinomatous  variety,  the  growths  are  mainly 
cystic,  the  cyst  partaking  of  the  nature  of  a cysto-carcinoma  or 
papilloma.  Carcinomatous  nodules  are  often  present  in  the  wall  of 
the  cyst,  the  tumour  being  either  mono-  or  polv-cystic.  In  this 
variety  metastases  are  more  common.  In  a case  of  Kelly’s  there 
was  the  same  condition  present  as  in  Gelston  Atkins’  case  * (Plate 
CX.),  namely,  double  ovarian  papillary  cysto-carcinomata,  associated 
with  carcinoma  of  the  cervix.  As  we  might  expect,  peritoneal 
infections  of  a malignant  nature,  and  the  formation  of  adeno- 
carcinomatous  growths,  are  not  uncommon.  The  malignancy  of 
these  tumours  is  marked,  and  the  time  of  survival  after  operation  is 
short.  Papillary  cysto-adeno- sarcoma  appears  to  be  very  rare,  Kelly 
meeting  with  only  one  case,  and  Pfannenstiel  one.  In  the  latter’s 
case  there  was  no  traceable  connection  between  the  papillomata 
and  the  sarcoma.  The  vascular  connective  tissue  was  interpene- 
trated with  round  and  spindle  cells. 

Ovarian  Tumours  and  Pregnancy.f 

Though  not  a common  complication,  ovarian  tumours  occur 
sufficiently  often  during  pregnancy  to  demand  a special  notice. 
The  presence  of  the  ovarian  cystoma,  or  solid  tumour,  in  the  case 
of  those  cysts  which  are  not  bound  down  in  the  pelvis,  may  not  be 
noticed  until  the  pregnancy  has  advanced  for  some  months.  This 
is  the  more  likely  to  occur  if  there  are  no  adhesions  which  obstruct 
the  upward  movement  of  the  tumour,  or  adhesions  which  connect 
it  with  the  uterus  and  the  pelvic  viscera.  More  generally,  how- 
ever, attention  is  directed  to  it  either  by  the  unusual  size  and 
appearance  of  the  abdomen,  or  by  symptoms  due  to  twisting  of  the 
pedicle,  that  not  infrequently  causes  some  degree  of  peritonitis. 

So  far  as  interference  is  concerned,  the  decision  will  largely 
depend  upon  the  time  of  pregnancy  at  which  the  tumour  is  dis- 
covered, its  size,  and  probable  effect  on  the  life  of  the  mother  or 
the  child ; for  there  can  be  no  doubt  that  statistics  have  proved 
that  the  complication  of  pregnancy  with  ovarian  tumour  is  a very 
grave  one,  and  must,  with  rare  exceptions,  be  dealt  with  by 
operation.  Dsirne,  from  the  study  of  a hundred  and  thirty-live 
cases,  arrived  at  the  following  conclusions : — 

1.  The  further  pregnancy  progresses,  the  more  dangerous  is  the  situation 
for  mother  and  foetus. 


* Brit.  Gy  it.  Jour.,  May,  1904. 


f See  also  p.  705. 


PLATE  CXI 


Cysto-carcinoma  of  the  Ovary. 

Interior  of  carcinomatous  ovary,  removed  with  the  other  ovary  and  two  large 
pedunculated  myomata.  Patient  survived  one  year. 

[To  face  p.  748-. 
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Interior  of  Cysto-carcinomatous  Ovary. 

Removed  from  same  patient  as  Plate  CXI.  (§  nat.  size.) 

[To  face  p.  749. 
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2.  The  puncture  of  ovarian  cysts  and  the  production  of  abortion  are  to  be 
considered  only  in  emergency. 

3.  Ovariotomy  gives  tlie  best  results  for  the  mother  in  the  second,  third, 
and  fourth  months  of  pregnancy  ; for  the  product  of  conception  in  the  third 
and  fourth. 

4.  If  an  early  ovariotomy  be  not  possible  from  various  reasons,  it  is  to  be 
carried  out  in  the  later  months  of  pregnancy,  as  good  results  can  even  then 
be  expected.* * * § 

Heiberg,  from  the  statistics  of  two  hundred  and  seventy-one 
cases  not  interfered  with,  found  that  one-fourth  of  the  mothers 
succumbed  and  two-thirds  of  the  children.  On  the  other  hand, 
the  results  in  a hundred  and  eighty-five  cases,  collected  by  Weiss, 
Dsirne,  and  Mainzer,  which  were  operated  upon,  show  a mortality 
of  from  six  to  seven  per  cent.t 

Thus  we  see  that,  save  in  the  case  of  parovarian  cysts,  which 
may  be  emptied  through  the  vagina  by  tapping,  the  course  to 
pursue  is  to  remove  the  ovarian  tumour  at  the  earliest  possible  date 
of  the  pregnancy.  Still,  if  the  tumour  be  not  discovered  until  very 
late  in  the  gestation,  or  if  labour  be  approaching,  it  should  be  dealt 
with  by  paracentesis. 

In  operating  on  all  ovarian  tumours  during  pregnancy,  the 
points  to  be  remembered  are — 

(a)  Care,  in  making  the  abdominal  incision,  not  to  wound  the 
uterus ; ( b ) to  interfere  with  the  uterus  as  little  as  possible ; (c)  to 
take  pains  to  tie  the  vessels  in  two  places,  and  separately  and  not 
en  masse,  remembering  the  special  danger  of  haemorrhage. 


Parotitis  following  Pelvic  Operations. J 

The  not  uncommon  occurrence  of  parotitis  following  pelvic  operations  is 
worthy  of  special  notice.  Morley  of  Michigan  § collected  the  particulars  of 
fifty-one  cases,  forty-four  female  and  seven  male.  Twenty-eight  of  these 
occurred  after  ovariotomy,  and  twenty-three  after  various  other  operations 
on  the  pelvic  viscera.  In  thirty-two  instances  the  affection  set  in  from  the 
third  to  the  seventh  day.  In  a case  of  mine,  as  in  two  recorded  by  Bumm 
and  Morricke,  the  symptoms  did  not  show  themselves  until  the  fourteenth 
day.  Suppuration  did  not  occur  in  thirty-one  cases.  There  were  thirty-eight 

* Archiv.  f.  Gyn.,  No.  24. 

t Cent.  f.  Gyn.,  No.  26,  1882  ; Beitr.  Cliir.  Testsclcr.  Tli.  Bilrooth , Miinch.  Med. 
Woch .,  No.  48. 

x Paper  by  author  on  ‘ The  Importance  of  Attention  to  the  Mouth  and  Teeth 
before  and  after  Operations  on  the  Pelvic  Viscera,’  Brit.  Gyn.  Jour.,  May,  1903. 

§ Amer.  Gyn.,  1902. 
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recoveries.  Pus  was  present  in  nine,  and  absent  in  four,  of  the  thirteen  fatal 
cases.  Morley  refers  to  the  two  views  of  the  causation  of  parotitis,  viz.  the 
correlation  due  to  a sympathetic  excitation  conveyed  through  the  sympathetic 
system  to  the  parotid,  or  to  toxins  conveyed  to  the  gland  from  the  pelvic 
viscera  through  the  lymph  and  blood  channels.  Stephen  Paget,  who  has 
collected  the  particulars  of  over  one  hundred  cases,  advocated  the  neural 
origin  of  the  affection.  But  then  this  neural  theory  is  at  the  best  un- 
satisfactory. 

In  the  communication  made  by  the  author  to  the  Gynaecological  Society, 
cases  were  instanced  in  which  the  parotitis  had  unquestionably  a dental  origin 
(I  have  had  one  other  such  case  since),  and  the  anatomical  sources  of  the 
direct  infection  from  the  mouth  and  teeth  were  discussed  by  me,  and  the 
necessity  for  inspection  of  the  mouth  and  teeth  before  operations  on  the 
pelvic  viscera  insisted  on.  In  certain  cases  after  abdominal  operations, 
the  breath,  either  from  the  anaesthetic  or  other  cause,  often  becomes  rapidly 
foul,  and  the  mouth  impure,  with  an  enormous  increase  in  the  pathogenic 
organisms  which  are  naturally  present  in  the  buccal  cavity.  If,  in  addition, 
there  be  carious  teeth  present,  or  the  patient  be  suffering  from  pyorrlma 
alveolaris , with  pus  pockets  between  the  alveoli  and  the  roots  of  the  teeth, 
the  condition  is  further  complicated  by  a gingivitis,  accompanied  by  strepto- 
coccus invasion  and  an  increase  in  putrefactive  organisms.  Such  a condition 
is  well  calculated  to  originate  gastric  fermentation,  and  initiate  processes  which 
are  the  result  of  the  absorbed  toxins  generated  in  the  mouth.  Quite  inde- 
pendent, then,  of  any  increased  risk  of  parotid  infection,  it  is  well  to  attend 
to  the  mouth  and  teeth  both  before  and  for  the  first  days  after  a pelvic  or 
abdominal  operation. 

The  disinfectants  which  I have  been  in  the  habit  of  using  for  the  mouth 
after  operations  are  permanganate  of  potash,  formalin,  peroxide  of  hydrogen, 
boracic  acid,  and  sulphurous  acid.  rIhe  one  I prefer  is  a combination  of  boric 
acid,  formalin,  and  glycothymolin,  or  formalyptol.  The  last-named  preparation 
is  a very  pleasant  disinfectant,  forming  a useful  basis  for  the  others  I have 
mentioned.  In  the  gastric  complications  in  which  this  foetor  of  the  mouth 
and  breath  is  present,  benzonaphthol,  given  in  the  form  of  cachets,  I have 
found  most  useful,  and  likewise  a periodical  small  dose  of  calomel  as  an 
intestinal  disinfectant. 


CHAPTER  XXXIX. 


OVARIAN  CYSTOMA— DIAGNOSIS  AND 

TREATMENT. 


That  surgeon  has  the  least  chance  of  committing  an  error  in  his 
diagnosis  of  an  abdominal  tumour  who  commences  his  examination 
of  the  case  by  recollecting  the  many  possible  and  likely  sources  of 
error  which  he  has  to  avoid.  Gaillard  Thomas  collated  a list  of 
forty-three  diseased  conditions  which  may  be  mistaken  for  ovarian 
cystoma.  It  must  also  be  remembered  that  it  is  not  in  the  well- 
marked  case  of  ovarian  cystic  disease  that  the  careful  surgeon  is 
apt  to  fall  into  error.  Rather  is  it  when  he  is  confronted  by  a case 
in  which  some  obscure  and  unfamiliar  signs  are  present,  and  when 
the  history  of  the  growth  of  the  tumour  is  not  clear,  or  evident 
complications  exist,  such,  for  example,  as  pregnancy,  great  obesity, 
ascites,  or  cystic  degeneration  of  any  of  the  abdominal  viscera.  Inde- 
pendently of  the  nature  of  the  tumour,  there  are  other  points  which 
he  has  to  decide,  and  which  are  of  vital  moment  to  the  woman.  Such 
are,  its  benign  or  malignant  character,  the  presence  of  adhesions, 
the  amount  and  the  position  of  the  solid  matter  present,  the  general 
constitutional  state  of  the  patient,  and  the  evidence  of  any  grave 
affection  of  the  lungs,  heart,  kidney,  liver,  spleen,  bowel,  or  uterus, 
which  may  complicate  the  operation  of  ovariotomy,  and  contra- 
indicate its  performance.  Overweening  self-confidence  will  nowhere 
more  startlingly  meet  the  rebuff  it  merits  than  in  the  case  of  over- 
confident diagnosis  of  abdominal  tumours.  The  egotism  and  egoism 
of  the  medical  Society’s  debate  often  finds  a strange  and  conflicting 
humiliation  through  the  medium  of  the  operating  knife. 

It  may  be  well  to  enumerate  those  conditions  which  we  are  liable 
to  confound  with  ovarian  cystic  disease : 


Great  obesity. 

Hysterical  tympanites  and  phantom 
tumour  (pseudocyesis). 

Faecal  tumour. 

Dilation  of  the  stomach. 


Distended  bladder. 
Hy  drome  tra. 
Hsematometra. 
Pyometra. 
Physometra. 
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Hydro-salpinx. 

Ascites.* 

Encysted  dropsy. 

Hematocele. 

Cystic  disease  of  tlie  parovarium. 

kidney, 
spleen, 
liver, 
uterus. 

Uterine  fibromyoma. 

Enlargements  and  displacements  of 
the  liver,  spleen,  and  kidney. 
Hydronephrosis  and  pyonephrosis. 
Disease  of  the  abdominal  glands. 


Omental  tumour. 

Pregnancy. 

Ectopic  gestation. 

Hydramnios. 

Death  of  foetus. 

Pelvic  abscess. 

Hydatid  mole. 

Accumulation  of  pus  or  serum  in  the 
peritoneal  cavity. 

Malignant  disease  of  the  uterus. 

v „ peritoneum. 

Extra-peritoneal  cysts  (Tait). 
Mesenteric  lipoma,  or  chyle  cyst. 


)> 

>> 

V 

V 

JJ 

Nearly  all  these  conditions  I have 


Fig. 


505.— Ovarian  Tumour  compressing 
Thorax.  (Spencer  Wells.) 


myself  known,  at  one  time 
or  another,  mistaken  for 
ovarian  tumour. 

Examination  of  a Sus- 
pected Case  of  Ovarian 
Cystoma. 

The  directions  given 
(Chap.  II.)  as  to  the  steps 
which  must  be  followed  in 
completing  a diagnosis,  and 
the  appliances  necessary  to 
conduct  such  examination, 
should  be  referred  to.  Be- 
fore classifying  the  positive 
and  negative  signs  on  which 
we  rely  in  arriving  at  a 
diagnosis,  it  may  be  well  to 
refer  to  the  most  important 
facts  in  the  history  of  an 
ovarian  growth  which  assist 
in  diagnosis. 

History  and  Early  Symp- 
toms.— Early  operative 
treatment  in  all  forms  of 


arian  cystic  disease  has  made  a great  difference  in  the  number 

► Demons  has  shown  the  frequent  occurred-  of  a scites  with  both  ovarian 
nours  and  broad  ligament  cysts  ( Sem . Med.,  190.,  No.  )■ 
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of  women  now  suffering  from  large  ovarian  tumours.  Such  tumours 
are  rather  the  exception  than  the  rule,  and  hence  the  charac- 
teristic signs  and  symptoms  of  “ ovarian  dropsy  ” are  not  so 
frequently  met  with.  The  tumour  has  usually  commenced  at  one 
side,  and  has  at  first  caused  but  little  distress.  This,  however, 
is  by  no  means  an  absolute  rule.  There  may  be  dysmenorrhoea, 
pelvic  and  rellex  pains,  and,  while  the  tumour  is  still  pelvic,  irrita- 
bility of  the  bladder  and  rectum.  Haemorrhoids  may  form  from 
pressure.  All  these  early  symptoms  are  aggravated  if  the  cyst-wall 
contract  adhesions,  and  if  the  tumour  be  prevented  from  rising  into 
the  abdominal  cavity.  The  general  health  is  at  first  but  little  inter- 
fered with.  There  is  no  oedema  of  the  upper  or  lower  extremities. 
There  is  not  much  to  rely  on  with  regard  to  the  menstrual  periods, 


Fig.  506. — Ovarian  Cystoma.  (Bright.) 

and  menstruation  may  not  be  interrupted.  Occasionally  there  is 
even  menorrhagia;  or,  on  the  other  hand,  the  flow  may  become  in 
the  first  instance  scanty,  and  finally  cease.  The  breasts  may  slightly 
enlaige,  and  the  characteristic  appearances  of  early  pregnancy  (with 
the  exception  of  the  secretion  of  milk)  may  be  present. 

Prolonged  lactation  has  to  be  remembered.  A patient  miscarried  six 
years  before  I saw  her.  The  breasts  still  secreted  milk,  and  the  flow  was 
increased  at  the  menstrual  advent. 


Obscure  peritoneal  pains  are  sometimes  complained  of — the  result 
of  distension  or  stretching  of  the  peritoneum,  or  twisting  of  the 
pedicle.  Nausea  and  vomiting  occasionally  accompany  such  pains. 

The  growth  may  still  be  distinctly  asymmetrical  after  the  tumour 
rises  above  the  pelvis,  but  gradually  it  assumes  a central  position. 

3 c 
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There  is  not  any  regularity  in  the  rate  of  growth.  Some  tumours 
may  increase  very  slowly,  or  remain  quiescent  for  a time  , others 
develop  with  extraordinary  rapidity,  each  week  producing  a marked 


Fig.  507. — Large  Polycystic 
Ovarian  Tumour,  in  an  ex- 
cessively Fat  Patient. 

The  great  distension  of  the 
upper  abdominal  zone  is  evi- 
dent and  characteristic  of  the 
obese. 


Fig.  508. — A Paunched  Abdomen  con- 
taining neither  Fluid  nor  Tumour, 

BUT  CLOSELY  RESEMBLING  AN  OVARIAN 

Cyst. 


change  in  the  shape  and  size  of  the  abdomen.  The  growth  may  now 
be  attended  with  abdominal  tenderness  in  parts,  or  peritoneal  pam, 
while  the  pelvic  symptoms  are  relieved.  The  countenance  gradually 
begins  to  change.  Confinement,  anxiety,  suffering,  emaciation,  tell 

in  the  expression  of  the  face. 


Fig.  509. — Vertical  Outlines  of  a 
Myomatous  Uterus. 


Fig.  510. — Nodular  Outlines  of  a 
Large  Fibrocystic  Tumour. 


Outline  Drawings  of  Abdominal  Enlargements  from  Photographs  by 

Howard  Kelly. 
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Wells  thus  graphically  describes  the  ‘facies  ovariana : ’ ‘The 
emaciation,  the  i prominent,  almost  uncovered  bones,  the  expres- 
sion of  anxiety  and  suffering,  the  furrowed  forehead,  the  sunken 
eyes,  the  open,  sharply  defined  nostrils,  the  long,  compressed 
lips,  the  depressed  angles  of  the  mouth,  and  the  deep  wrinkles 
curving  round  these  angles,  form  a face  which  is  strikingly  charac- 
teristic/ Should  reiief  not  come  by  operative  means,  the  abdominal 
distension  increases,  the  superficial  veins  may  become  enlarged, 
lineal  albicantes  appear,  constitutional  symptoms,  both  thoracic 
and  abdominal,  being  aggravated  by  the  increasing  pressure,  the 
patient  finally  sinking  from  the  combined  effects  of  emaciation  and 
organic  disease  induced  in  the  heart,  lungs,  stomach,  or  kidneys. 

Hydramnios.  It  is  important  to  remember  the  chance  of  the 
surgeon  mistaking  hydramnios  for  ovarian  cystoma.  The  difficulty 
in  diagnosis  consists  in  the  absence  of  some  of  the  signs  of  pregnancy 
in  the  instance  of  hydramnios. 

The  following  is  a case  in  point  : — 


Hydramnios  and  Ascites.— In  the  early  years  of  my  career  I went  prepared 
to  tap  a patient  for  ascites  in  whom  most  urgent  symptoms  of  dyspnoea  and 
ung  complication  threatened  life.  There  was  albumen  in  the  urine  and 
great  oedema  of  the  lower  extremities.  Before  finally  puncturing  the 
abdominal  wall,  I passed  the  uterine  sound,  and  discovered  the  enlarged 
uterus  There  was  an  escape  of  an  enormous  quantity  of  anmiotic  fluid. 
I he  patient  was  delivered  within  twenty-four  hours  of  a healthy  child 
Ovarian  Cysto-Sarcoma  and  Ascites.-In  the  case  of  a multilocular  cysto- 
saicomatous  tumour,  removed  by  me  from  a girl  aged  twenty,  the  diagnosis 
was  obscured  by  the  presence  of  a large  quantity  of  ascitic  fluid,  which  dis- 
tended the  abdomen  It  was  found  on  removal  of  this  tumour  that  a few  of 

nZ  Tir  7?f  ? 7PtUred-  and  this  exPIainetl  the  ascites,  which  could 

not  he  accounted  for  before  operation,  all  the  viscera  being  healthy.  She 

had  been  twice  tapped.  On  drawing  off  some  of  the  fluid  prior  to  operation 

t re  pui pose  of  diagnosis,  it  was  discovered  to  contain  some  slight  traces 

would  “ A few’ of"n  ye  1 1,t.dld  n0‘  spontaneously  coagulate,  as  ascitic  fluid 

Of  tl  e fl  / f • D7S<!/e  S granular  cells  were  found  in  different  portions 
of  the  fluid  examined.  The  operation  proved  the  fluid  to  be  in  greater  part 

ascitic,  the  few  cysts  which  had  burst  on  the  surface  of  the  cystoma  not  being 
larger  m size  than  a hen’s  e™  J c ° 

The  liability  to  err  in  the  presence  of  a quantity  of  ascitic  fluid  was  well 
illustrated  by  a case  recorded  by  Walter  (Manchester).  There  had  been  a 
suspicion  of  pregnancy  in  consequence  of  coitus  and  suppression  of  catamenia 
The  signs  of  pregnancy  were  absent,  and  hard,  irregular  masses  were  feuTn 

meTof1  Ihe  T T*™  masses> t0gether  with  rapid  enlarge- 

ent  of  the  abdomen,  and  no  symptoms  of  tubercular  disease  pointed  to 

"r/  ™ncli‘ion  difiicult  t0  determine.  A multilocular  c’ystoma  was 
d.scoveied,  wh.cli  had  ruptured  and  caused  the  ascitic  accumulation. 
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Cases  illustrative  of  Difficulty  in  Diagnosis. 

To  illustrate  the  difficulty  of  diagnosis  in  some  cases  of  cystic 
tumour  of  the  ovary,  I may  cite  the  following  cases 


Large  Semi-solid  Cysto-Sarcoma  of  the  Ovary.* 

A lar^e  tumour  in  a patient  aged  40  had  been  diagnosed  by  anothei 
surgeon  as  a fibroid  of  the  uterus.  The  mass  had  a very  solid  feeling  on 
palpation,  and  fluctuation  was  with  difficulty  detected.  The  tumour,  on 
careful  examination,  seemed  to  be  distinct  from  the  uterus,  the  cavity  of 
which  did  not  exceed  three  inches  in  length.  It  filled  the  right  hypochon- 
drium,  the  epigastrium,  and  the  left  hypochondrium.  In  these  regions,  and 
above  the  level  of  the  umbilicus,  it  was  distinctly  solid.  It  was  most  difficult 
to  isolate  it  from  the  liver  and  spleen.  The  conclusion  arrived  at  was  that 
the  tumour  was  a multilocnlar  ovarian,  and  that  it  was  in  great  part  so  i< . 
How  far  it  was  adherent,  or  to  what  extent  the  adjacent  viscera  were  involved, 


Fic„  511-Solid  Multilocular  Oyakian  Cysto-Sarcoma.  (Author.) 

One  side  of  the  inverted  cyst,  X— X,  marks  the  limit  of  the  solid  portion  of  the 
growth.  The  solid  mass  proved  to  be  a sarcoma— 12  me  les  m le  ra 
verse  by  10  inches  in  the  vertical  measurement. 

it  was  not  possible  to  say.  Operation  proved  that 

The  parietal  peritoneal  adhesions  were  easily  detached,  hut  great  dime  \ 
£ experienced  in  removing  the  tumour.  It  was  impose  to  get  ,1 .through 
a rather  extensive  incision.  Most  of  the  cysts  were  emptied  with  the  tiocc  • 
About  nine  pints  of  liquid  were  drawn  off  without  apparently dimmis  in  g 

* {See  Plate  CXIV.,  p.  772. 


PLATE  CXIII. 


Cystoma,  removed  immediately  ai  i >-'■ 
solid  Ovarian  Adenoma  P,mT0NiTis.  (Author.) 

an  Acute  Attack  " consisting  chiefly  of  one 

-hological  Report:  ‘A  muUilocular  ov^"“v^le’specimen  (after  evacuation 
' ]ar-e  loculus,  with  imperfect  septa  ^ Jad.  The  pedicle  appears 

of  the  cystic  fluid)  is  about .the  s ^ ^ ^ speoimen  was  imiversal J 

to  have  beer,  twisted,  and  t ed  to  the  cyst-wall,  but 

adherent.  The  meso-salpinx  ^ portion  of  this  specimen  ha 

Fallopian  tube  in  it  is  nor™  ' •[  adenoma  of  the  ovary.  'e  ~mi* 

the  structure  of  a simple  “"'ftpllium.  and  the  larger  ones  are  fie 
spaces  are  lined  w.  h columnar  ep  evidence  of  malignant  disease 

with  a colloid  substance.  There 
f J.  H.  Targett.) 


[To  face  p- 
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much  the  bulk  of  the  tumour.  The  incision  in  the  cyst-wall  was  enlarged, 
and  the  inside  of  the  cyst  was  grasped  with  the  hand,  and  thus  the  inverted 
mass  was  delivered.  The  patient  made  an  excellent  recovery. 

Adenomatous  and  Cystic  Ovary  removed  immediately  after  an 

Attack  of  General  Peritonitis. 

The  tumour  shown  in  Plate  (CXI II.)  was  removed  from  a patient 
aged  46.  She  had  just  passed  through  a sharp  attack  of  peritonitis, 
to  Avhich  she  had  nearly  succumbed,  the  temperature  rising  to 
10°  ) with  gieat  distension  of  the  abdomen.  Dr.  Disney  had  been 
summoned  in  the  first  instance,  as  the  patient  believed  herself 
pregnant,  and  thought  the  pains  were  those  of  labour.  Before 
operation  the  abdomen  was  greatly  swollen ; there  was  great  pain 
and  sensitiveness  to  touch.  The  pulse  was  rapid  and  feeble. 

On  opening  the  abdomen  a quantity  of  ascitic  fluid  escaped,  and 
the  parietal  peritoneum  was  found  completely  adherent  to  the  large 
cyst  wall  this  w as  so  to  its  entire  extent.  It  was  carefully 
detached  all  round  before  using  the  trocar,  and  when  the  cyst  had 
collapsed  the  bowel  was  found  in  several  places  adherent  in  festoons 
to  the  posterior  surface  of  its  walls ; considerable  loops  of  intestine 
were  attached,  and  these  had  to  be  carefully  peeled  off,  the 
vessels  where  necessary  being  ligatured.  A drainage  tube  was 
inserted.  The  patient  went  to  the  seaside  on  the  twenty-fifth  day 
from  the  date  of  operation. 

The  recent  attack  of  severe  general  peritonitis,  the  universal 
adhesions,  and  extensive  bowel  attachments,  and  the  importance 
of  rapid  operation  before  these  adhesions  had  become  stronger, 
were  the  principal  points  of  interest. 


Suppurating  Cystoma. 

barge  Puerperal  Suppurated  Ovarian  Cystoma  with  Extensive 
Adhesions  to  the  Bowel  and  Omentum. 

The  patient  was  confined  four  weeks  before  the  operation.  The  deliverv 

ti  n6en  i 1 Within  fortyeight  ^ an  elevation  of  temperature, 
ie  abdomen  was  then  swollen,  and  appeared  to  contain  fluid.  The 

Dr  ^Aii1  llro  r®“ained  eiTatie,  and  varied  in  range  between  102°  and  105°. 

St^n^ore  assisted  me  at  the  operation.  The  cyst-wall  was 
had  m h k ?d;  ° °SG  y Jdherent  to  the  entire  parietal  peritoneum,  which 

syphoned  of  T.  ^ b°.th  fdeS’  aftei'  the  c>’st  tapped  and 

it  was  i • ?US*  ie  appioach  to  a very  broad  pedicle  was  most  difficult  • 

and  the  d !“  T™,  f°me<1  between  the  *t  the  left  aide 

Ue  sac  and  a greatly  enlarged  Fallopian  tube.  It  was  secured  in  three 
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portions  and  divided,  and  then  came  the  most  difficult  part  of  the  operation. 
The  sac  was  firmly  adherent  posteriorly  all  over  its  surface  to  the  bowe  ; 
the  colon  and  the  meso-colon  were  plastered  to  it  above,  with  the  omentum, 
requiring  the  greatest  care  in  separation,  and  causing  considerable  difficu  lty 
in  the  arrest  of  bleeding.  However,  the  sac  was  finally  removed  in  i s 
entirety,  all  bleeding  was  arrested,  and  the  abdominal  and  pelvic  cavities  were 
left  perfectly  clean.  The  patient  suffered  from  no  shock,  and  made  a good 

recovery.  . . . , 

Suppurating  Ovarian  Cystoma  complicating  Induced  Abortion  in  t e lr 

Month.— A primipara,  aged  35,  had  aborted  fourteen  days  previously  to  my 
seeing  her  (the  abortion  was  induced).  Five  days  previously,  pain  an 
vomiting  set  in,  with  difficulty  in  micturition.  The  vomiting  became  in- 
cessant, and  when  seen  by  me  the  temperature  was  104°,  the  pulse  rapi 
and  feeble.  The  abdomen  was  considerably  swollen  and  tender  to  the 
touch;  the  suprapubic  area  was  dull  on  percussion,  and  resistant.  On 
examination,  the  uterus  was  found  fixed,  the  os  uteri  not  patulous,  and  a 
considerable  swelling  in  the  utero-vesical  space.  There  was  no  discharge. 
Notwithstanding  active  treatment,  the  symptoms  continued  with  but  slig  i 
abatement  until  the  eighth  day.  The  vaginal  swelling  then  softened  am 
fluctuation  was  detected.  The  midwife  who  attended  her  was  positive  that  i 
ovum  and  membranes  had  completely  come  away,  and  nothing  was  discoverer 
in  the  uterus  after  dilatation  and  exploration.  Abdominal  coehotomy  was 
performed  on  the  eleventh  day  from  the  onset  of  her  symptoms.  . On  opening 
the  abdomen  a cyst  was  found  reaching  to  the  umbilicus,  having  extensive 
adhesions  to  the  peritoneum  all  over  its  anterior  wall.  Loops  of  the  bowe 
were  also  adherent  in  parts.  In  the  severing  of  the  adhesions  the  cyst  bins  , 
and  a large  quantity  of  pus  escaped.  It  was  an  ovarian  cyst  growing  rom 
the  left  ovary.  The  condition  of  the  patient  during  the  operation  was  most 
critical.  The  abdomen  was  flushed  out  with  weak  formalin  solution,  and  e 
pelvis  was  thoroughly  mopped  with  the  same.  On  the  third  day  horn  he 
operation  she  was  delirious,  her  pulse  140°,  her  temperature  101  . She  then 
became  unconscious,  and  remained  in  this  condition  for  over  twenty-four 
hours  However,  she  rallied  the  following  day,  and  though  the  subsequent 
course  of  the  case  was  precarious,  she  ultimately  made  a complete  recovery  . 
My  first  impression  of  the  case  was  that  it  was  one  of  pelvic  peritonitis  _ 
cellulitis,  the  uterus  being  fixed,  and  not  much  enlarged,  ant  leie  el  S 
defined  suprapubic  area  of  dulness.  The  advantage  of  the  abdominal  loute 
was  web  shown  in  this  case.  An  excusable  error  might  have  been  made  of 
mistaking  the  case  for  a pelvic  abscess  had  the  vagina  been  punctured.. 

Impaction  of  Cyst— The  cyst  may  be  impacted  and  fixed  by  adhesions  to 
the  uterus,  and  thus  appear  to  be  incorporated  with  the  latter,  ma  -mg  ie 
d agnorfs  very  difficult-the  more  so  if  the  uterine  cavity  be  elongated  and 
should  menorrhagia  have  been  present.  Such  a case  has  been  reported  by 
Teiiison  Collins,  in  which  the  diagnosis  of  myoma  was  made ; yet  ie  umom 

Tvmvpfl  to  be  a tense  impacted  ovarian  cyst. 

Urachus  Cysts.— Lawson  Tait  first  described  cases  ot  extra-peritoneal  cy  sts, 
clo!  tvTesemblffig  ovarian  cysts,  detailing  the  particulars  of  twelve  eases  m 
wliiclf  thesTtumours  occurred.  The  cysts  appeared  in  two  instances  to  be 
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developed  from  the  urachus,  in  another  from  the  Fallopian  tube.  They  were 
not  intra-peritoneal.  In  fact,  in  some  instances,  there  appeared  to  be  an 
absence  of  the  pelvic  peritoneum.  The  cyst- walls  were  related  to  the  parietes 
in  front,  and  to  the  peritoneum  posteriorly.  The  cysts  were  opened  and 
emptied  of  their  contents,  and  a drainage-tube  inserted  ; in  some  cases  the 
cysts  were  removed,  or  portions  of  the  cyst-wall. 

Physical  Signs,  Positive  and  Negative,  of  an  Ovarian  Tumour. 

Differential  Positive  Signs. 

A tumour  at  first  noticed  in  either  inguinal  region,  gradually 
becoming  central  ; the  greatest  circumferential  measurement 
being  below  the  umbilicus  * 
lateral  measurement  in 
the  early  stages  increased 
from  the  middle  line  to 
the  vertebral  columns  or 
from  the  anterior  superior 
spine  to  the  umbilicus  of 
the  side  affected. 

Outline  of  the  tumour  can  be 

defined.  Fig.  512. — Dull  Areas  in  Ovarian 

Abdominal  integument  Tumour  and  Ascites.  (Barnes.) 

tense,  frequently  thinned— otherwise  not  abnormal. 

Latei  stages : distension  of  abdominal  veins,  and  linern  albicantes 
seen. 

Fluctuation  limited  to  the  dull  area.  Wave  more  distinct  than, 
but  not  so  superficial  as,  the  ascitic  wave. 

Fulness  on  percussion,  central : not  much  affected  by  change  of 
posture ; resonance  in  the  flanks  from  intestinal  displacement. 
It  must  be  remembered  that  the  presence  of  gas  in  the  cyst  cavity 

may  lead  the  practitioner  astray  by  the  resonant  note  it  gives 
to  percussion. 

Uterus  fiequently  displaced  behind  the  cyst ; on  vaginal  examina- 
tion the  uterus  is  frequently  found  drawn  up  from  the  examining 
fingei  ; the  cervix  may  be  shortened. 

Aortic  pulsations  (Atlee)  are  transmitted  through  the  tumour. 

The  ‘ facies  ovariana  ’ is  present  as  the  cyst  enlarges. 

The  fluid  drawn  by  aspiration  or  paracentesis  is  usually  of  an 
ambei  colour,  but  varies  in  colour  and  consistence ; it  is  viscid, 
of  specific  gravity  1015  to  1030  ; contains  paralbumen  and  metal- 
bumen  , when  examined  under  the  microscope  various  forms  of 
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epithelial  cells  are  seen,  mixed  with  cholesterine  particles,  and  at 
times  oil-globules  or  blood-cells.  Atlee’s  fibre  cell  is  present ; the 
characteristic  cell  described  by  Drysdale  as  pathognomonic  is  a 
non-nucleated  granular  cell,  on  which  ether  has  no  effect,  acetic 
acid  only  rendering  the  granules  more  distinct.  Exploratory 
incision  detects  the  bluish,  white,  or  glistening  and  smooth  wall 
of  the  cyst. 


Differential  Negative  Signs. 

The  general  health  does  not  rapidly  deteriorate. 

The  catamenia  are  not  generally  absent,  though  they  may  be 
scanty. 

There  is  seldom  menorrhagia. 

There  is  no  cardiac,  renal,  or  hepatic  disease  to  explain  the  dropsy. 
(Edema  of  the  extremities  is  not  present  (until  very  late  in  the 

disease). 

The  tumour  is  not  central  from  the  first ; it  does  not  propor- 
tionately increase  from  month  to  month,  as  in  the  case  of  the 
pregnant  uterus ) it  is  not  hard  and  resisting. 

The  umbilicus  is  not  prominent,  bulged  out,  watery-looking,  or 

thinned. 

The  integument  is  not  materially  altered  in  appearance  or  mderua- 
tous  ; the  distension  of  the  superficial  veins,  as  a rule,  comes  on 
late  in  the  disease. 

The  cachexia  of  malignant  disease,  and  of  organic  disease  in  the 
viscera,  or  of  malignant  ascites,  is  absent. 

The  most  important  signs  of  pregnancy  are  absent,  such  as  : 

Milk  in  the  breasts  (an  ovarian  tumour,  however,  may 
develop  during  prolonged  lactation)  ; 

The  foetal  pulsation  ; 

TJterine  contractions ) 

Ballottement  ( a solid  tumour  may  be  contained  in  an  enlarged 
cyst , and  give  the  sense  of  ballottement  on  practising  this  test). 
The  possibility  of  pregnancy  being  complicated  by  the  presence 
of  ovarian  cystoma  has  to  be  remembered. 

The  os  uteri  is  not  soft  and  patulous. 

The  uterine  cavity  is  not  (generally ) enlarged. 

The  uterus  does  not  move  with  the  tumour,  nor  is  the  uterus 
found  to  be  continuous  with  it  (recto-vaginal  and  uteio- 

abdominal  methods). 
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There  is  no  history  of  rigors,  hectic,  great  pain,  and  nightly 
exacerbation  of  temperature  (unless  there  has  been  suppuration 
of  the  cyst  and  peritonitis). 

The  tumour  does  not  lessen  or  disappear  on  the  administration  of 
chloroform,  nor  can  any  considerable  depression  be  made  in  it 
under  the  influence  of  the  anaesthetic. 

It  does  not  diminish  perceptibly  when  the  bladder  is  emptied. 

There  is  no  inordinate  obesity  in  other  parts  of  the  body. 

The  fluid  is  not  of  very  low  specific  gravity ; it  is  not  pure  serum  ; 
it  does  not  spontaneously  coagulate ; it  does  not,  when  kept, 
deposit  filamentous  particles  of  fibrine. 

Paracentesis  does  not  cure  the  disease. 

Exploratory  incision  does  not  expose  a dark-coloured  and  vascular 
tumour. 

* 


Diagnosis  of  Adhesions. 

Spencer  Wells,  in  writing  of  the  contra-indications  of  ovariotomy,  said  that 
adhesions  to  the  abdominal  wall  may  be  almost  disregarded.  Though  this 
may  be  so  in  the  hands  of  a skilled  operator,  it  is  widely  different  with  those 
who  opeiate  for  the  first  time.  The  presence  of  adhesions  to  the  pelvic 
visceia  and  intestines  must  materially  influence  the  chances  of  a successful 
operation. 

Adhesions  low  down  in  the  pelvis,’  says  the  same  author,  ‘ are,  on  the 
conti aiy,  of  gieat  importance.  The  difficulty  is  to  separate  them  without 
serious  injuiy  to  the  rectum,  or  bladder,  or  the  uterus,  or  to  large  blood- 
vessels, or  to  nerves.  . . . When  deep-seated  and  very  intimate,  the  dissection 
necessary  is  out  of  the  question  in  the  living  patient,  and  gives  no  small  trouble 
m the  dead.’  To  detect  adhesions  to  the  abdominal  wall,  the  patient  is  placed 
on  her  back,  with  the  knees  raised,  opposite  a good  light,  and  the  abdomen 
must  be  entirely  uncovered.  The  proofs  that  Spencer  Wells  relied  on  that 
the  cyst  was  free  of  adhesions  to  the  abdominal  parietes  were  as  follows  : (a) 
Movement  of  the  cyst-wall  visible  with  the  acts  of  respiration  (percussion 
enables  us  to  limit  the  superior  border  of  the  cyst,  and  prevents  our  mistaking 
it  for  the  transverse  colon),  (b)  By  percussion  the  dull  sound  will  descend  in 
inspiration,  rising  again  in  expiration,  (c)  With  the  hands  placed  flatly  on 
the  abdominal  wall,  no  crepitus  can  be  felt,  which  may  be  present  if  any 
adhesive  cords  of  lymph  stretch  from  the  cyst  to  the  abdominal  wall : audible 
crepitus  is  heard  when  the  lymph-surfaces  are  recent  (the  fact  that  omentum 
may  inteiveno  between  the  cyst  and  abdominal  wall  is  not  to  be  forgotten  • 
with  free  omentum  lying  between  the  cyst-wall  and  the  parietes,  crepitus 
is  heard ; not  so  if  adhesion  exists  between  the  cyst  and  parietes) ; its  proximity 
to  intestine,  and  the  consequent  resonance  on  percussion,  and  the  softer  and 
doughy  feel,  help  to  distinguish  it.  (d)  ‘The  recumbent  patient  is  directed 
to  t1)  aild  s't  up  without  assisting  herself  bv  her  hands  or  elbows.  This 
effort  puts  the  recti  on  the  stretch,  and  if  a tense  ovarian  cyst  be  free  from 
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adhesion,  it  falls  backwards  and  to  the  sides,  while  the  muscles  form  a pro- 
jecting ridge  in  the  centre  of  the  abdomen.’  Only  when  the  adherent  cyst 
it  may  also  occur  in  the  case  of  a small  cyst — is  ‘ flaccid  or  partially  empty 
is  this  appearance  seen,  (e)  The  umbilicus  moves  with  an  adherent  cyst. 
(/)  By  placing  the  woman  in  the  knee-elbow  position,  and  examining  the 
tumour  through  the  vagina,  if  there  he  pelvic  adhesions  it  ooes  not  yield  to 
digital  pressure,  and  the  uterus  may  be  pushed  out  of  position  or  fixed.  A 
portion  of  an  ovarian  cyst  may  occupy  the  pelvis  and  become  fixed  there, 
and  still  no  adhesions  exist,  (g)  If  there  have  been  recurrent  attacks  of 
peritonitis,  with  severe  pain  and  uterine  cramp,  we  may  suspect  that  there 
are  adhesions,  or  some  twisting  of  the  pedicle. 


From  these  signs  and  symptoms  we  are  enabled  to  say  : (1)  that 
the  growth  is  ovarian  ; (2)  that  it  is  unilocular  or  multiloculai  , 
(3)  that  it  is  not  malignant  ; (4)  that  it  is  not  a cyst  of  the  paro- 
varium ; (5)  that  there  are  or  are  not  adhesions  ; (b)  that  inflam- 
matory changes  have  not  occurred)  (/)  that  internal  heemoiihage 
is  not  going  on  into  the  cyst. 


It  is  seldom  that  the  careful  diagnostician,  proceeding  step  by  step  in  the 
examination  of  a case,  will  fall  into  error.  Keeping  cleail)  in  his  mind  the 
possible  pitfalls  always  open  for  hasty  conclusions,  he  must  check  one  test  by 
the  application  of  another,  and  deliberately  balance  probabilities.  Should 
he  be  in  doubt  between  any  two  decisions,  he  will  carefully  apply  all  the 
facts  of  the  case  to  each  separately,  comparing  critically  the  weight  of 
evidence  which  inclines  him  one  way  or  other.  The  surgeon  has  to  re- 
member that  such  conditions  as  pregnancy,  encysted  dropsy,  ascites,  fibro- 
cystic disease  of  the  uterus,  extra-uterine  fcetation,  hydramnios,  have  deceived 
the  most  experienced  living  authorities.  Therefore  he  will  hurriedly  express 
no  opinion  either  to  patient  or  friends;  nor,  indeed,  will  he  commit  himself, 
in  case  of  doubt,  to  any  final  opinion,  without  a full  examination  under  an 
anaesthetic,  in  an  obscure  case  of  ‘ abdominal  ’ or  ‘ pelvic  ’ tumour,  until  such 
time  as  its  nature  is  clearly  defined.  Should,  any  uncertainty  remain,  it  is 
better  to  leave  the  question  an  open  one.  This  is  the  more  necessary , as  m 
many  instances  he  may  not  have  the  means  or  opportunity  of  applying  such 
crucial  tests  as  aspiration,  paracentesis,  the  microscope,  and  chemical  analysis. 
One  caution  more  I may  add  here.  Even  when  the  fact  of  the  presence  of 
an  ovarian  cyst  is  decided,  we  have  to  recollect  that  complications  may  exist, 
such  as  pregnancy,  ascites,  inflammatory  conditions  of  the  pelvic  or  genera 
peritoneum,  malignant  disease,  uterine  tumour,  cysts  of  the  abdominal  viscera, 
etc.  There  may  be  two  ovarian  tumours;  one  may  escape  detection. 
(Should  the  two  ovaries  be  involved,  there  may  be  a double  tumour  and  a 
well-marked  sulcus  between.)  Before  we  finally  express  any  decided  opinion, 
it  is  well  to  exclude  the  possibility  of  any  complication,  as,  through  i , ie 
case  afterwards  may  assume  much  more  serious  proportions,  and  there  may 
be  the  reflection  on  the  part  of  the  patient’s  friends  that  it  had  escaped 

detection. 

Inflammation  and  suppuration  of  the  interior  of  the  tumour 
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may  be  suspected  if  there  be  rigors,  rapid  pulse,  diarrhoea,  hectic, 
and  elevation  of  temperature.  Such  inflammatory  action  may  lead 
to  rupture  of  the  cyst  and  discharge  of  its  contents  into  the  abdo- 
minal cavity,  or,  as  the  consequence  of  adhesions,  the  cyst  may 
empty  itself  through  a fistulous  opening  by  the  abdominal  wall,  or 
discharge  itself  by  the  vagina,  bladder,  uterus,  or  rectum.  Death 
may  occur  ultimately  from  pyaemia  or  exhaustion. 

Internal  haemorrhage  into  the  interior  of  the  cyst  will  be 
suspected  if  symptoms  of  severe  shock  occur  suddenly  with  collapse. 

Treatment. — This  practically  resolves  itself  into — 

General. 

Palliative. 

Removal  of  the  cyst. 

It  would  be  waste  of  time  to  discuss  the  general  treatment  of 
ovarian  tumours  by  drugs.  We  may  maintain  the  general  health 
and  support  the  patient’s  strength  by  suitable  tonics  and  the 
administration  of  proper  nourishment,  while  we  see  that  sufficient 
time  is  spent  in  the  open  air,  and  the  mind  is,  as  far  as  possible, 
prevented  from  dwelling  on  the  malady  and  the  chances  of  recovery. 
The  bowels  require  attention,  and  the  bladder  may  have  to  be 
relieved  in  consequence  of  pressure ; any  secondary  changes  in  the 
cyst,  or  such  an  accident  as  hemorrhage,  must  be  dealt  with  as  they 
occur.  The  one  treatment  for  ovarian  tumour , with  rare  exceptions,  is 
ovariotomy.  I have  already  referred  to  the  operation  of  paracentesis 
abdominis  and  the  methods  of  performing  it,  and  vaginal  paracentesis. 

The  day  of  tapping  an  ovarian  cystoma  has  long  passed. 

[Spencer  Wells  did  not  consider  that  tapping  increased  to  any  appreciable 
extent  the  mortality  after  ovariotomy,  and  thought  that  in  cases  of  simple 
ovarian,  or  extra-ovarian,  cysts,  it  was  right  to  try  the  effect  of  one  tapping 
before  advising  a patient  to  undergo  a more  serious  risk. 

He  considered  that  tapping  might  sometimes  be  a useful  prelude  to  ovario- 
tomy, either  as  a means  of  gaining  time  for  a patient’s  general  health  to 
recovei,  and  clearing  the  urine  of  its  load  of  albumen,  with  which  it  is  some- 
times charged  under  the  meie  influence  of  pressure,  or  of  lessening  shock  by 

lelieving  hei  of  the  fluid  a few  hours  or  days  before  removing  the  solid  portion 
of  an  ovarian  cyst.] 

Tapping  through  the  rectum  is  a step  which  need  not  be  con- 
sidered. This  and  all  other  palliative  measures  have  been  generally 
abandoned. 

Spencer  Wells  observations  on  the  expediency  of  operating  are 
worthy  the  attention  of  all  surgeons  : — 


Differentiation  of  Unilocular,  Multilocular,  Palovarian,  and  Malignant  Cysts 
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‘I  have  become  more  and  more  disposed  to  advise  the  removal  of  an 
ovarian  tumour  as  soon  as  its  nature  and  connections  can  be  clearly  ascertained, 
and  it  is  beginning  in  any  way,  physically  or  mentally,  to  do  harm,  since  the 
risk  of  the  operation  under  such  circumstances  is  certainly  less,  and  the 
possible  evils  of  delay  are  eluded.  The  probable  result  of  ovariotomy  can  be 
estimated  with  far  greater  accuracy  by  a knowledge  of  the  general  condition 
of  the  patient  than  by  the  size  and  condition  of  the  tumour.  In  other  words, 
a large  tumour,  extensively  adherent,  in  a patient  whose  heart,  lungs,  and 
digestive  and  eliminative  organs  are  healthy,  and  whose  mind  is  well  regulated, 
may  be  removed  with  a far  greater  probability  of  success  than  a small  un- 
attached cyst  from  a patient  who  is  anaemic  or  leukaimic,  whose  heart  is 
feeble,  whose  assimilation  and  elimination  are  imperfect,  or  whose  mind  is 
too  readily  acted  upon  by  either  exciting  or  depressing  causes.  I believe  this 
to  be  the  explanation  of  the  facts  which  have  led  some  superficial  observers 
to  assert  that  the  more  advanced  the  disease  the  greater,  and  the  earlier  the 
stage  of  the  disease  the  less,  is  the  probability  of  recovery.  I am  convinced 
that  this  reasoning  is  based  on  the  observation  of  a few  exceptional  cases 
where  small  unattached  tumours  have  been  removed  with  a fatal  result  from 
unhealthy  or  infected  persons,  or  where  large  attached  tumours  have  been 
successfully  removed  from  persons  who  have  otherwise  been  constitutionally 
sound.  Small  unattached  tumours  in  strong  healthy  persons  have  by  no 
means  given  the  best  results.  It  is  possible  to  operate  too  early  as  well  as 
too  late  to  place  a patient  s life  in  peril  by  operation  before  it  is  endangered 
by  disease— just  as  it  is  possible,  on  the  other  hand,  to  delay  operation  until 
the  powers  of  life  are  so  exhausted  that  recovery  after  a severe  operation  is 
impossible.’ 


Ovarian  Tumours  complicating  Pregnancy.* 

The  dangers  from  ovarian  cystoma  complicating  pregnancy  arise 
from  its  growth,  the  torsion  of  the  pedicle,  suppuration  of  the  cyst 
contents,  the  solid  nature  of  the  tumour,  and  septic  infection  during 
childbed.  The  first  two  months  are  most  favourable  as  regards 

the  mother,  and  the  third  and  fourth  for  the  continuation  of  the 
pregnancy. 

Dsiine,  fiom  the  study  of  135  cases,  arrived  at  the  following  conclusions : 

1.  The  further  pregnancy  progresses,  the  more  dangerous  is  the  situation 
for  mother  and  foetus. 

2.  The  puncture  of  ovarian  cysts  and  the  production  of  abortion  are  to  be 
considered  only  in  emergency. 

3.  Ovariotomy  gives  the  best  results  for  the  mother  in  the  second,  third, 

and  fourth  months  of  pregnancy;  for  the  product  of  conception  in  the  third 
and  fourth. 

4..  If  an  eaily  ovaiiotomy  be  not  possible  from  various  reasons,  it  is  to  be 

carried  out  in  the  later  months  of  pregnancy,  as  good  results  can  even  then 
be  expected. 


* See  p.  748. 
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From  statistics  of  Orgler  in  Landau’s  klinic,  the  mortality  from  ovariotomy 
during  pregnancy  in  some  148  cases  did  not  exceed  2'9  per  cent.,  while  in 
22-5  per  cent,  there  was  no  interruption  in  the  pregnancy.* 

Helier,  reporting  on  three  successful  cases  of  ovariotomy,  says,  ‘ The  mortality 
of  the  expectant  method  was  found  by  Kemy  to  be  23  per  cent,  for  the 
mother  and  39  per  cent,  for  the  child.1  f 

Thus  we  see  that,  save  in  the  case  of  parovarian  cysts,  which  may 
be  emptied  through  the  vagina  by  tapping,  the  course  to  pursue  is 
to  remove  the  ovarian  tumour  at  the  earliest  possible  elate  of  the 
pregnancy.  Still,  if  the  tumour  be  not  discovered  until  very  late 
in  the  gestation,  or  that  labour  is  approaching,  it  should  be  dealt 
with  by  paracentesis. 


Fig.  512a. — Catch  with  Weight  for  Holding  the  Peritoneal  Edges  open. 

(Author.) 

Natural  size.  The  whole  can  be  sterilized.  The  weight  is  made  of  lead.  The 
grip  on  the  peritoneum  is  quite  sufficient,  and  does  not  tear.  It  takes  the 
place  of  forceps,  and  is  out  of  the  way,  the  weight  hanging  over  the  side  and 
everting  the  edges  of  the  peritoneum.  A tie-clip  will  answer  the  same 

purpose.  

* Archiv.  f.  Gyn.,  vol.  lxv.,  No.  1. 
f Lancet , Dec.  21,  1901. 


CHAPTER  XL. 


CLASSIFICATION  AND  PATHOLOGY  OF  SOLID 
TUMOURS  OF  THE  OVARY. 

The  solid  tumours  that  are  found  in  connection  with  the  ovary  and 
the  structures  connected  with  it  may  be  classified  as  follows  : — 

1.  Fibromata. 

2.  Myomata. 

3.  Sarcomata. 

4.  Carcinoma. 

5.  Endothelioma. 

6.  Gyroma. 

7.  Tubercle. 

For  the  better  understanding  of  this  classification  the  student 
should  study  in  connection  with  it  Fig.  486,  which  shows  diagram- 
matically  the  various  structures  involved.  He  should  also  bear  in 
mind  that  an  organ  is  liable  to  any  kind  of  new  growth,  of  which 
the  physiological  prototype  is  found  in  its  individual  tissues.  We 
find  accordingly  that  from  the  connective  tissue  elements  in  the 
ovary  are  derived  Fibroma  and  Sarcoma ; from  the  muscular  tissue 
prolonged  into  the  ovary  from  the  ovarian  ligament,  Myoma ; from 
the  epithelial  elements  in  the  ovarian  follicles,  Carcinoma ; from  the 
follicles  themselves,  cysts — Adenoma,  or  Dermoid  ; from  the  paro- 
ophoron aie  derived  papilloma;  from  the  persistent  mesonephric 
tubules,  Parovarian  cysts;  and  lastly,  from  a persistent  meso- 
nephric or  Wolffian  duct  may  arise  a Gartnerian  cyst  (Bland- 
Sutton). 

In  describing  the  tumours  of  the  ovary,  the  order  adopted  in  the 
above  classification  will  be  followed. 

A.  Tumours.  1.  Fibromata. — These  rare  tumours  of  the  ovary 
attain  dimensions  varying  from  that  of  a hen’s  egg  to  about  three 
times  this  size.  According  to  many  authors  they  occur  most  fre- 
quently in  young  women.  Peterson  has  collected  a list  of  eighty-two 
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cases  of  fibroma  of  the  ovary,  all  of  which  had  been  submitted  to 
the  test  of  microscopical  examination.* 

Of  seventeen  cases  recorded  by  Leopold,  thirteen  were  in  patients  fiom 
5 to  30  years  of  age,  and  only  four  in  women  above  30.  Dartigues,  on  the 
other  hand,  found  that  of  twenty  cases,  six  occurred  from  20  to  30,  six  from 
30  to  40,  six  from  40  to  50,  and  two  above  the  age  of  50.  Large  tumours 
have  been  recorded,  weighing  from  10  to  20  lbs. ; but  these  have  been  fibro- 
myomata,  not  pure  fibromata. 

In  relation  to  the  developments  of  fibroma,  the  connective  tissue 
of  the  embryonic  type  which  exists  round  the  follicles  of  the  ovaiy 
(Doran),  and  its  presence  in  the  ovarian  ligament  must  be  re- 
membered. The  growth  almost  always  affects  one  ovary  only. 
The  Fallopian  tube  is  separate  and  free,  except  in  the  case  of  some 


Fig.  513. — Fibroma  or  both  Ovaries.  (Cullingworth.) 


of  the  larger  tumours ; the  pedicle  is  formed  by  the  broad  ligament, 
and  is  usually  rather  slender.  The  tumour  appears  as  a smooth, 
rounded,  or  lobulated  mass,  greyish-white,  or  of  a marbled  aspect ; 
it  feels  firm,  and  on  section  presents  a surface  usually  solid,  but 
sometimes  dotted  over  with  a small  cystic  degeneration.  There  is 
no  definite  capsule  such  as  is  found  in  the  case  of  uterine  fibromata. 
These  growths  present  a marked  contrast  to  the  malignant  ovarian 
tumours,  in  the  absence  of  ascites  and,  usually,  of  adhesions ; when 
the  latter  are  present,  they  are  mostly  omental.  Fibromata  are 
apt  to  undergo  calcification  and  even  ossification,  more  rarely 

suppuration. 

* Peterson  did  not  include  in  this  number  the  author’s  case,  p.  752. 
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Some  cases  described  as  fibromata  have  really  been  sarcomata ; 
others  have  properly  belonged  to  one  or  other  of  the  varieties  of 
mixed  growths,  such  as  fibro-myoma,  fibro-sarcoma ; lastly,  some 
should  be  classed  as  myomata  or  cavernous  fibromata.  Pure  fibro- 
mata have,  however,  been  met  with,  though  they  are  undoubtedly 
very  rare.  Rokitansky  has  described  a special  variety  under  the 
name  of  fibroma  of  the  corpus  lutem. 

Cullingworth  exhibited  before  the  Obstetrical  Society  of  London  an  in- 
teresting specimen  of  fibroma  of  both  ovaries,  which  he  removed  after  death 
from  a woman,  aged  thirty-six,  who  died  of  ascites  (Fig.  513).  She  had  been 
pregnant  five  years  previously,  and  had  noticed  a swelling  in  the  right  groin 
about  this  time  at  the  conclusion  of  the  pregnancy.  The  tumours  lay  in 
front  of  and  behind  the  uterus — the  larger  of  the  two  behind.  They  were 
non-adherent,  and  in  parts  of  a cystic  character.* 

The  following  is  an  instructive  case,  as  it  not  alone  exemplifies 
the  difficulties  of  diagnosis,  but  also  is  a typical  example  of  pure 
fibroma  of  the  ovary. 

Case  of  Fibroma  of  the  Ovary.  I he  patient,  unmarried,  and  twenty-two,  con- 
sulted me  foi  peisistent  sickness  associated  with  periodical  epigastric  pain  and 
considerable  anaemia. 

For  eighteen  months 
previous  to  seeing  me 
the  catamenia  had  been 
absent.  These  were  the 
only  symptoms.  A 
careful  examination  of 
the  lungs,  heart,  ab- 
dominal, and  pelvic  vis- 
cera gave  a negative 
result.  A Weir-Mitchell 
course  and  an  examina- 
tion of  the  urine  and 
blood  were  suggested, 
fearing  that  the  anaemia 
might  be  of  a pernicious 
character.  A vaginal 
examination  was  made 
the  next  day  under  anaes- 
thesia, and  a tumour  was 
discovered  lying  between 
the  uterus  and  bladder 

in  the  middle  line,  hard  and  movable.  The  patient  herself  was  unaware  of 


Ftg-  51 4.— MicRosconcAL  Section  Q-in.  obj.)  of 
Fibromatous  Tumour  of  the  Ovary.  (Author.) 


3 D 


* Obstet.  Soc.,  vol.  i.,  1879. 
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its  existence,  nor  had  she  suffered  any  pain  other  than  the  epigastric.  The 
choice  lay  between  a dermoid  cyst  or  a fibroma  of  the  ovary.  Its  freedom 

from  both  bladder  and 
uterus  was  ascertained, 
though  it  was  evident  that 
by  the  distended  bladder 
on  the  previous  morning 
it  had  been  raised  from 
its  pelvic  position,  to 
which  it  sunk  when  the 
bladder  was  empty. 

The  tumour  was  easily 
removed,  and  the  patho- 
logical report  was  as 
follows : — 

4 The  ovarian  tumour 
shows  microscopically 
nucleated  spindle  - celled 
tissue,  which  is  arranged 
in  very  definite  interlacing 
bundles.  The  coarseness 

Fig.  515.— Microscopical  Section  (1-in.  obj.)  of  of  the  tissue  the  distinct 
Fibromatous  Tumour  of  the  Ovary.  (Author.)  formation  of  fibies,  and 

their  wavy  arrangement, 

are  good  reasons  for  regarding  the  tumour  as  a fibroma  rather  than  a sarcoma. 
Sections  have  been  made  from  different  parts,  and  they  all  show  the  same 
appearances.  The  vessels  in  the  tumour  are  numerous  and  well  formed.1 

(Figs.  514,  515.) 

4 The  naked-eye  appearance  of  the  small  fragments  of  the  ovaiian  tumoui 
which  have  been  preserved  is  somewhat  like  that  of  uterine  fibroid.  The  cut 
surface  shows  white  fibrous  strands  which  interlace,  but  are  not  arranged  in 
whorls.  Here  and  there  small  grey  areas  may  be  seen  distributed  among  the 
white  strands.  There  is  a distinct  capsule  composed  of  thick  white  peritoneum 
and  a subjacent  layer  of  cellular  tissue  traversed  by  numerous  vessels,  some 
of  [which  are  of  considerable  size.  Septa  pass  from  this  capsule  into  the 
tumour  for  a short  distance,  indicating  that  the  tumour  has  a tabulated  out- 
line The  serous  surface  of  the  fragments  is  quite  free  from  adhesions. 
The  tumour  as  a whole  feels  firm  and  elastic,  but  less  dense  than  the  common 

fibroid.1  . 

The  other  ovary  was  not  typically  healthy,  as  there  was  some  cystic 

proliferation,  and  it  was  very  sliglitly  enlarged.  However,  there  was  nothing 

to  demand  its  removal. 

The  points  of  interest  in  the  case  are,  the  youth  of  the  patient, 
the  absence  of  menstruation,  the  painlessness  of  the  tumour,  its 
extreme  hardness  to  the  touch,  its  freedom  and  mobility,  and 
associated  movement  with  the  bladder. 
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2.  Myoma  of  the  Ovary. — Muscular  tissue  is  found  both  in  the 
parenchyma  of  the  ovary  in  its  vascular  coats,  and  in  free  bundles 


Fig.  516— Myoma  of  the  Ovary.  (Doran.) 

Xat.  size  F.T.,  Fallopian  tube.  Mes.,  Mesosalpinx,  not  involved  in  the 

~ S'u  i i ^ ’ ovai  an  '-vst  “1  inches  iD  length.  Ov.  Jim.,  ovarian  fimbria 
o.  u e passing  on  to  the  cyst.  Ov.  lig.,  ovarian  ligament,  divided  at 
operation  close  to  uterus.  It  runs  directly  into  the  junction  of  the  cyst  to 
e va0ina.  y.,  solid  myoma,  showing  the  groups  of  myomatous  nodules 
(as  often  seen  m interstitial  uterine  fibroids)  of  which  it  was  made  up. 
Jao  perimetritis  nor  salpingitis. 


enved  from  the  ovarian  ligament,  which  is  really  a process  of 
the  uterus,  running  through  the  ovary  (Doran).  The  occurrence 
° myoma  of  the  ovary  is  thus  accounted  for.  It  is,  however,  a 
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rare  form  of  tumour,  and  clinically  is  indistinguishable  from  fibroma. 
Lar^e  myomata  have  been  recorded  as  springing  from  the  ovarian 

ligament. 

Pure  myoma  of  the  ovary  has  been  recorded  by  Singa  1.  ® 

muscular  fibres  were  of  the  non-striated  variety  ; Vignard  described 
a case  in  which  they  were  striated,  but  this  was  m a myo-sarcoma. 

Gessner  also  has  recorded  a case  of  true  myoma. 

Baldy  * reported  a case  of  pure  myoma  of  the  ovary.  It  hung,  rec 
in  the  peritoneal  cavity,  having  a sub-peritoneal  connective  tissue 
attachment  to  the  fibroid  uterus,  and  all  the  anatomical  relations 
to  the  tube  and  ovarian  ligament  of  the  ovary.  It  contained  ovarian 
tissue  • the  fimbriated  end  of  the  tube  disappeared  in  the  capsule  at 
the  tumour  at  its  distal  end.  He  considered  from  its  anatomical 
surroundings  that  it  developed  in  the  ovarian  ligament,  and  not  near 

the  capsule  of  the  ovary 4 f 

3.  Sarcoma.— This  is  the  most  common  of  the  solid  tumours 

the  ovary.  It  has  been  traced  to  the  theca  of  the  Graafian  follicles. 

The  round  cells  of  the  sar- 
coma bear  a close  resem- 
blance to  the  cells  lining  the 
follicles.  They  have  been 
seen  at  all  ages,  from  10  to 
\ 60.  Some  authors  maintain 

that 


■ iuau  sarcomata  are  most 
prevalent  in  childhood  ; and 
it  can  at  least  be  said  that 
of  the  solid  ovarian  tumours 
found  in  children,  sarcomata 
are  by  far  the  most  fre- 
quent, but  Dartigues  found 
that  of  twenty  cases,  only 

Km.  517. — S ah  com  a OP  THE  Ovaky.  two  occurred  in  patients 

(XIokan.)  under  20,  five  between  -0 

From  a portion  where  much  fibrous  tissue  and  30,  four  between  30 

was  blended  with  spindle  cells.  and  49,  seven  between  40 

and  50,  and  one  at  60.  It  has  been  observed  in  the  case  of 
fibromata  that  the  majority  of  the  patients  had  been  sterile;  it  is 
otherwise  with  sarcoma,  which  has  been  found  most  often  at  ec  mg 

‘t  particulars  of  a case  of  undouh^  myoma  of  the 

ovarv  and  ovarian  ligament,  in  the  Edinburgh  Medical  Journal  !•  • • • 
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multiparse.  Sarcomata  are  among  the  largest  of  the  solid  tumours 
affecting  the  ovary ; the  majority  attain  the  size  of  a fist,  a foetal 
head,  and  even  an  adult  head,  and  remarkable  instances  of  even 
greater  size  are  on  record,  as,  for  instance,  Homan’s  case  of 
22  lbs.,  Yiguier’s  of  44  lbs.,  and  Clemens’  of  88  lbs.  These 
tumours  are  often  bilateral ; they  present  a whitish  aspect,  with  the 
surface  often  marked  with  a fine  vascular  network.  It  is  not  un- 
usual to  find,  on  section,  numerous  cavities  resulting  from  cystic 
degeneration.  The  pedicle  is  often  thick  and  fleshy,  notwithstand- 
ing which  it  is  very  prone  to  torsion.  This  complication  is  favoured 
by  the  abundant  ascites  which  is  usually  present,  and  in  consequence 
of  which  the  tumour  has  considerable  mobility.  In  other  cases 
the  tumour  becomes  fixed  by  adhesions,  principally  to  intestine  and 
omentum,  and  less  often  to  the  uterus  and  the  adjacent  pelvic 
peritoneum.  Secondary  deposits  are  common  in  distant  organs, 
such  as  the  liver,  lungs,  breast,  and  bones ; whilst  a diffuse  metas- 
tasis may  occur  over  the  peritoneum.  Several  histological  varieties 
have  been  described,  of  which  the  most  malignant  appears  to  be  the 
small  spindle-celled  type.  The  mixed  forms,  such  as  fibro-sarcoma, 
sarco-myoma,  and  sarco-lipomata,  are  less  malignant.  Myo  sarcoma, 
with  non-striated  muscular  fibres,  has  been  described  by  Virchow, 
and,  as  we  have  seen,  Vignard  has  recorded  a case  where  the  muscle- 
fibres  were  striated.  Endothelioma  has  also  been  included  amon" 
the  sarcomata. 

Stauder  reported  from  the  University  Frauenklinik  at  Wuerzburg  that  out 
of  295  ovariotomies  there  were  20  cases  of  sarcoma  and  endothelioma  of  the 
ovary.  The  round-celled  sarcomata  show  the  greatest  tendency  to  metastases. 
final  cuie,  according  to  Pfannenstiel,  is  obtained  in  some  50  per  cent.* 

4.  Carcinoma.  Cancer  of  the  ovary,  secondary  to  the  disease  in 
the  uterus  oi  breast,  is  not  uncommon  j but  primary  ovarian  cancer 
is  rare,  though  apparently  not  so  rare  as  fibroma. | It  is  specially 
pi  one  to  attack  women  at  or  after  the  time  of  the  menopause,  but 
cases  have  also  been  recorded  in  quite  young  women,  and  six  in 
childien.  The  growth  seldom  attains  such  large  dimensions  as  are 
found  in  the  case  of  sarcomata.  As  a rule,  both  sides  are  affected. 
In  the  majority  of  recorded  cases  the  patients  were  multiparse.  In 
appearance,  these  tumours  are  usually  of  irregular,  nodular  form  ; 
dark  in  colour,  ranging  from  wine-red  to  purple.  The  consistence 

* Zeitsch.  f.  Geb.  Gyn.,  bd.  47,  ht.  c. 

f Cancer  of  the  Ovaries.— Kougnetsky  (Amer.  Gyn.,  Mar.  1904)  has  recorded 
the  particulars  of  a case  of  primary  cancer  of  both  ovaries  in  a girl  aged  14. 
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varies  with  the  histological  characters  : the  encephaloid  variety  is 
soft  and  elastic,  but  the  scirrhus,  as  in  other  parts  of  the  body,  is 

hard  and  even  stony, 
and  on  section,  as  French 
authors  express  it,  c crie 
sous  le  scalpel Ascites 
is  a constant  feature  of 
ovarian  cancer ; the  fluid 
is  less  abundant  than  is 
the  case  with  sarcoma, 
but  is  usually  blood- 
stained. Hydrothorax 
is  frequently  also  pre- 
sent, even  apart  from 
secondary  deposits  in 
the  pleura.  These  re- 
marks apply,  not  only  to 
primary  ovarian  cancer, 


Fig.  518. — Primary  Carcinoma  of  the 
Ovary — Soft.  (Author.) 


jr~  :Z  d*'-  C- 

.Ni  ' rf>'~  9 *****.  C'***?’  N’t,)*  s»  *> 


m’  -iu5*  'J*  ^ 


but  also  to  the  secondary 
form,  and  to  cysts  undergoing  malignant  changes.  Metastasis 
occurs  in  the  lymphatic  glands,  and  in  distant  organs,  such  as  the 

lungs,  liver,  and  intes- 
tines ; and  by  direct 
extension  the  growth 
may  involve  the  uterus 
and  adjacent  pelvic  peri- 
toneum. The  ovary  is 
specially  liable  to  can- 
cerous metastases  from 
primary  cancer  in  the 
other  abdominal  organs. 
This  may  be  due,  as 
Kraus  * believes,  to  im- 
plantation of  the  can- 
cerous particles  on  the 
ovarian  epithelium,  pro- 
Fig.  519. — Primary  Carcinoma  of  Ovary — liferating  in  the  ovarian 

Scirrhus.  (Targett.)  substance,  or  in  the  con- 

nective tissue  of  the  stroma,  travelling  along  the  course  of  the 
bloodvessels  and  lymphatics,  and,  as  we  have  elsewhere  shown, 

* Monat.f.  Geb.  und  Gyn .,  bd.  14,  ht.  1. 
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implantation  metastases  from  ovarian  adeno-cystomata  and  carci- 
nomata occur  in  the  abdominal  wall.  Microscopically,  two  forms 
can  be  distinguished — scirrhus  and  glandular  carcinoma.  The 
examination  requires  to  be  made  with  great  care,  for,  as  Bland- 
Sutton  points  out,  the  alveolar  disposition  of  cancer  is  imitated  by 
ovarian  follicles  being  entangled  among  the  cells  of  the  tumour  in 
some  cases  of  sarcoma. 

Carcinoma  of  one  Ovary  and  Andeno -Fibroma  of  the  other. — The  tumours 
shown  in  Plates  CXV.,  CXVI.  were  removed  from  a widow,  whose  last 
catamenial  period  occurred  one  year  ' previous  to  my  seeing  her,  and  the 
last  marital  act  nine  months.  It  had  been  taken  for  granted  that  she  was 
pregnant,  and  the  only  symptoms  from  which  she  suffered  were  attacks  of 
diarrhoea  and  sickness,  which  had  lasted  for  six  months.  Before  operation 
she  was  greatly  emaciated  and  very  weak.  The  abdomen  presented  the 
shape  and  character  generally  seen  with  ovarian  cystoma.  The  abdomen 
was  the  size  of  the  eighth  month  of  pregnancy.  The  skin  was  tightly 
stretched  over  a large  solid  mass,  in  parts  of  stony  hardness;  this  was 
movable,  and  appeared  lobulated,  while  a sulcus  to  the  left  side  seemed  to 
divide  it  from  a second  mass  occupying  the  left  inguinal  region.  The  uterus 
could  be  disassociated  from  the  tumour  or  tumours,  the  cervix  was  very  hard, 
and  the  uterus  moved  with  the  mass.  The  diagnosis  was  malignant  ovarian 
tumour.  On  opening  the  abdomen  by  an  incision  which  had  to  extend  from 
the  ensiform  cartilage  to  the  pubes,  in  order  to  deliver  the  large  tumour, 
some  ascitic  fluid  escaped.  The  tumour  was  easily  delivered,  and  the  pedicle 
secured. 

The  second  (left)  tumour  was  then  removed,  and  the  pedicle  dealt  with 
(Plate  CXVI.).  The  only  complication  (a  serious  one  for  some  time)  was 
a return  of  diarrhoea,  which  caused  considerable  trouble,  and  made  the 
administration  of  nourishment  also  difficult.  However,  the  patient  left  for 
the  seaside  one  month  after  operation,  greatly  improved  in  health.  How 
emaciated  she  was  before  the  operation  may  be  judged  from  the  fact  that 
she  only  weighed  6 st.  5 lbs.  before  going  out  from  the  Home.  The  patient 
lived  for  over  five  months  after  operation,  ultimately  dying  of  carcinoma  of 
the  omentum.  Mr.  Target  examined  the  tumours. 

Pathological  Report : £ The  large  solid  tumour  of  the  ovary  was  a scirrhus 
carcinoma.  The  smaller  specimen  was  a solid,  pyriform  tumour,  measuring 
four  inches  by  two  and  a half  inches.  It  had  a somewhat  nodulated  exterior. 
The  cut  surface  showed  a rounded  gelatinous  area  in  the  broader  end  of  the 
tumour.  This  area  measured  two  and  a half  inches  in  diameter,  and  was 
fairly  well  defined.  The  rest  of  the  tumour  was  fibrous  and  traversed  by  large 
thin-walled  vessels.  The  gelatinous  area  is  not  quite,  homogeneous  in  appear- 
ance, the  peripheral  zone  being  more  gelatinous  than  the  rest.  The 
Fallopian  tube  and  mesosalpinx  were  normal.’ 

Krugenberg’s  Tumour  of  the  Ovary. — In  this  affection  nodular 
deposits  of  a malignant  nature  are  found  in  the  ovary.  They  may 
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be  hard  and  fibrous,  or  of  a softer  consistence.  In  them  are  charac- 
teristic seal-ring  and  epithelial  cells.  Wagner  looks  upon  these 
tumours  as  metastases  of  gastric  scirrhus.  There  is  a mucoid 
metamorphosis  of  the  epithelial  cells  of  ovarian  scirrhus. 

The  following  table,  showing  the  characteristics  of  the  principal 
solid  tumours  of  the  ovary,  is  based  on  a valuable  synopsis  of  solid 
tumours  of  the  ovary  by  Dartigues.* 


OVARIAN  F1BROMYOMA. 

OVARIAN  CARCINOMA. 

OVARIAN  SARCOMA. 

Occurrence... 

Rare. 

Rarer  than  sarcoma, 
less  rare  than  fib- 
roma. 

The  least  rare  of  the 
solid  tumours. 

Age 

20  to  50 ; some  au- 

Middle  life,  40  to  50  ; 

Mostly  over  50  ; occa- 

thors  say  mostly  in 
young  women. 

some  say  mostly  in 
childhood. 

sionally  before  25. 

Minor  bilate- 

Usually  only  one 

Both  sides  often 

Both  sides  usually 

ral 

ovary  affected. 

affected. 

affected. 

Colour 

Whitish  grey  or 
marbled. 

Whitish,  with  light 
vascular  network. 

Reddish  or  purple. 

Character  ... 

Usually  smooth, 

Usually  shape  of 

Mostly  nodular  and 

rounded  reniform 
or  lobed. 

much  enlarged 

ovary. 

lobulated. 

S l <vC  • • « • • • 

Seldom  larger  than  a 

Often  size  of  foetal  or 

Size  from  fist  to  foetal 

fist ; often  size  of 

adult  head. 

head. 

Adhesions  ... 

Intestinal  adhesions 

Often  adhesions  to 

Usually  no  adhe- 

rare ; sometimes 

intestine  and  omen- 

sions,  tumour  mo- 

omental ; uterus 

usually  free. 

turn,  with  fixation 
of  uterus,  etc. 

bile  though  large. 

Consistence ... 

Firm  consistence  ; no 

Elastic,  sometimes 

Hard,  sometimes  elas- 

capsule ; solid  on 

soft,  often  cystic 

tic,  cuts  harshly, 

section,  or  with 
small  cysts. 

transformation ; 

cancer  juice  on 

sometimes  caver- 
nous, from  large 
vessels. 

scraping. 

Histological 

Pure  fibroma. 

Scirrhus. 

Pure  sarcomata. 

varieties 

Fibromyoma. 

Pure  myoma. 
Fibroma  of  corpus 
luteum. 

Cavernous  fibroma. 

Encephaloid. 

Endothelioma. 

Fibro-sarcoma. 

Mvxo-sarcoma. 

Lipo-sarcoma. 

Ascites 

No  ascites. 

Abundant  ascitic 

fluid,  greenish  or 
straw-coloured. 

Blood  - stained  as- 
citic fluid,  usually 
scanty. 

Metastases  ... 

No  metastatic  de- 

Deposits  in  liver, 

Deposits  in  lymphatic 

posits. 

lungs,  stomach, 

breast,  bones,  and 
peritoneum. 

glands,  pelvic  or- 
gans, and  distant 
viscera. 

5.  Endothelioma. — Forty-one  cases  of  endothelioma  of  the  ovary 
were  recorded  up  to  1903.f 

Mary  Dixon  Jones  was  among  the  first  who  investigated  and 
described  the  pathological  features  of  both  endothelioma  and  gyroma. 

* Bcvue  Gyndcologie  (Pozzi),  June-August,  1899. 
f Lange,  Central . f.  Gyn .,  1903,  No.  3. 
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Endothelioma  is  a new  formation  of  blood  corpuscles  and  blood- 
vessels, originating  in  pre-existing  bloodvessels,  from  the  endothe- 
lium of  which  the  new  growth  is  derived.  It  invades  a great  part 
of  the  ovarian  tissue,  and  is  generally  associated  with  diseased  ova, 
many  of  which  show  indications  of  colloid  degeneration,  with  the 
formation  of  cysts,  the  walls  of  which  are  formed  by  a stratified 
layer  of  inflammatory  tissue.  It  frequently  gives  rise  to  haunato- 
mata  and  blood  cysts  in  the  ovary.  These  blood  cysts  seriously 
imperil  the  life  of  the  patient. 

6.  Gyroma  appears  in  the  form  of  a number  of  small  nodular 
fibromata  occupying  the  substance  of  the  ovary ; like  endothelioma, 


tic.  520. — Endothelioma  of  the  Ovary.  (Ludwig  Pick.) 


it  is  regarded  as  the  result  of  inflammation,  of  septic  origin.  It 
starts  as  an  inflammation  of  the  Graafian  follicles.  Normally,  a 
delicate  membrane  of  a highly  refractive  character  is  all  that  should 
remain  of  such  a follicle  ; but  when  it  is  inflamed  the  membrane 
becomes  thicker  and  convoluted,  and  is  crowded  with  inflammatory 
corpuscles,  till  at  last  there  is  formed  a broad,  firm,  convoluted 
wall '}  or  there  is  developed  what  the  writer  at  first  called  £ nodular 
fibromata,  and,  later  on,  £ abnormal  menstrual  bodies.’  Corpora 
lutea,  as  originally  described,  are  regarded  by  Mary  Dixon  Jones 
as  belonging  to  the  category  of  gyromata. 
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The  two  forms  of  growth — Endothelioma  and  Gyroma — are  fre- 
quently found  associated,  and  they  give  rise  to  similar  symptoms, 
viz.  pain,  often  agonizing,  a progressive  emaciation,  and  a cachectic 
condition  of  the  whole  system.  In  some  cases  the  loss  of  weight 
may  amount  to  20,  30,  or  40  lbs.  The  patient  becomes  a chronic 
invalid,  unable  to  follow  any  employment,  and  subject  to  various 
nervous  disturbances,  amounting  in  some  cases  to  melancholia  or 
dementia.  The  only  treatment  of  any  avail  is  the  removal  of  the 
affected  ovaries. 

A case  was  reported  by  Cullen  of  endothelioma  of  the  ovary,  which  was 
attached  to  the  rectum  and  sigmoid  flexure,  involving  the  uterus  and  the  sac 
of  Douglas.  It  was  a round  and  spindle-celled  angio-sarcoma,  with  some  of 
the  characteristics  of  endothelioma.  The  cells  were  arranged  round  the 
bloodvessels.  ‘ The  vessels  had  an  inner  lining  of  endothelium,  surrounding 
which  in  some  places  is  a delicate  muscular  coat,  the  outer  portions  of  which 
appear  to  have  undergone  hyaline  degeneration.  Immediately  surrounding 
the  muscular  coat  were  eight  to  ten  layers  of  spindle-shaped  cells  running 
parallel  to  the  vessel.’ 

‘ These  tumours  have  two  chief  sources  of  origin  : first,  those  arising  from 
the  bloodvessels  (Amann — four  cases,  Aokermann,  Eckardt,  Marchand) ; 
second,  those  springing  from  the  lymphatics  (Amann,  Flaischlen,  Leopold, 
Marchand,  Pomorski,  v.  Rosthorn,  v.  Velits  and  Voight).  These  two  divisions 
are  again  subdivided  according  as  the  sarcoma  arises  from  the  outer  sheath 
of  the  vessels  or  from  their  endothelial  lining. 

‘ The  case  quoted  was  undoubtedly  jperithelial  in  origin , growing  from  the 
outer  coats  of  the  bloodvessels.  As  it  is  sometimes  very  difficult,  and  in  fact 
impossible,  to  say  whether  it  arises  from  the  outer  or  inner  sheath  of  the 
vessels,’  Cullen  thinks,  ‘the  two  divisions  are  sufficient,  viz.  those  arising 
from  the  bloodvessels  and  those  springing  from  the  lymphatics. 

‘ The  tumours  have  occurred  in  children  7 years  of  age,  and  in  women  64 
years  old.  The  average  of  eleven  cases  was  33  years.’ 


PLATE  CXVil. 


Hydated  Cyst  * connected  with  Right  Ovary. 


(C.  J.  Culling  worth.) 


A,  hydatids  of,  or  attached  to,  right  ovary,  seen  through  the  transparent  cyst- 
wall.  B,  the  same  exposed  to  view  by  cutting  out  a window  in  the  cyst- 
wall.  C,  torn  remains  of  hydatid  cyst  of  the  right  broad  ligament.  * D, 
right  Fallopian  tube. 


In  this  case  hydatid  cysts  were  also  connected  with  botli  ovaries  and  the  right 
broad  ligament.  The  liver,  omentum,  and  mesentery  were  also  invaded. 
The  pelvic  cysts  were  first  successfully  removed  by  Cullingworth,  and 
there  were  eight  subsequent  operations,  two  performed  by  Cullingworth 

and  six  by  II.  H.  ( lutton,  for  the  removal  of  hydatid  cysts  from  various 
situations  ( 1896-1 903). f 


* See  pp.  682,  860,  951  for  hydatids  of  the  Fallopian  tube  and  uterus, 
t Jour.  Ob*t.  and  Gyn.  Brit.  Emp.,  July,  1904. 

[To  face  p.  778. 
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AFFECTIONS  OF  THE  OVARIES  (continued). 

The  Operations  of  Salpingo-oophorectomy  and  Ovariotomy  for 
Ovarian ‘Cystoma,  Abdominal  and  Vaginal. 

Salpingo-oophorectomy. — It  is  still  convenient  to  distinguish  thus 
the  operation  for  ovarian  cystoma  (of  large  size)  from  that  for  other 
morbid  conditions  of  the  adnexa. 

On  what  grounds  are  we  justified  in  removing  the  ovaries  and 
appendages  for  disease  iD  the  ovaries  or  Fallopian  tubes?  We 
meet  with  cases  in  which  every  known  means  has  been  tried  to 
combat  pain,  to  enable  a patient  to  walk,  to  tide  over  with  safety 
menstrual  periods,  to  reduce  localized  swellings  which  recur  in  the 
broad  ligaments  and  pelvic  peritoneum  ; in  short,  to  render  life 
bearable  and  enable  the  patient  to  move  about  in  society. 

In  many  of  these  cases  we  can  date  the  commencement  of  trouble 
to  an  acute  attack  of  perimetritis.  There  may  have  been  a latent 
gonorrhoea.  In  others  we  find  nothing  definite  : some  history  of 
dysmenorrhoea,  menorrhagia,  periodical  peritoneal  attacks,  sterility 
and  futile  operations  on  the  cervix,  with  all  those  symptoms  which 
are  attendant  upon  “ chronic  ovaritis.”  Examination  by  the  vagina 
reveals,  at  the  most,  a sensitive  uterus,  or  one  drawn  out  of  place  by 
an  old  adhesion,  a displaced  or  painful  ovary,  or  some  localized 
swelling.  It  is  in  such  women  that  the  question  of  salpingo- 
odphorectomy  arises. 

We  have,  however,  to  consider  the  inherent  difficulties  of  an  exact 
diagnosis.  No  man  has  shown  this  latter  contingency  more  clearly 
than  Tait  himself.  He  again  and  again  exhibited  specimens  of 
ovaiies  and  diseased  Fallopian  tubes,  removed  under  circumstances 
far  different  from  those  for  which  this  operation  was  originally  pro- 
posed, and  even  carried  out.  A tense  and  distended  Fallopian  tube 
has  been  mistaken  in  vaginal  examination  for  fibromyoma  ; hydro- 
aud  pyo-salpinx  have  been  mistaken  for  ovarian  tumour,  and  vice 
versa.  And  it  must  always  occur,  even  to  the  most  distinguished 
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surgeons,  that  only  an  exploratory  operation  can  determine  the 
extent  and  nature  of  the  disease. 

Importance  of  Complete  Removal. — In  a letter  to  the  author  on  he  subject, 
Tait  said : ‘ Concerning  the  removal  of  the  uterine  appendages,  the  points 
that  I want  to  lay  stress  upon  are,  chiefly:  Firstly,  that  no  operation  for  the 
removal  of  the  uterine  appendages  ought  to  be  left  unfinished.  The  oppro- 
brium of  all  this  class  of  work  will  in  the  future  be  unfinished  operations . 
They  are  far  more  difficult  than  any  other  operations  in  abdominal  surgery , 
and  therefore  their  undertaking  should  be  limited  to  a relatively  small  number 
of  men.  Secondly,  that  if  for  chronic  inflammatory  disease  it  is  necessary  to 
remove  one  set  of  appendages,  both  ought  to  be  removed,  because  otherwise 
a second  operation  will  in  all  probability  be  required,  and  these  second 
operations  are  far  more  dangerous  than  the  first.’ 

So  far  as  the  incompleteness  of  the  operation,  all  experienced  operators  will 
confirm  Tait’s  dictum.  Salpingo-oophorectomy  may  he  either  one  of  the  most 
simple  or  most  difficult  operations,  according  to  the  complications  met  with 
adhesions,  blood  cysts,  myomata,  purulent  collections,  displacements  of  the 
adnexa,  intestinal  complications,  etc.  His  second  conclusion  is  not  now 
generally  accepted,  and  no  surgeon  would  be  justified  in  removing  both 
adnexa  unless  there  were  unmistakable  proofs  of  disease  in  both.  Also,  no 
surgeon  is  justified  in  removing  an  ovary  on  which  a complete  conseivathe 
operation  can  be  performed,  and  which  will  preserve  even  a small  portion  of 
healthy  gland , the  Fallopian  tube  being  also  healthy.  It  is  of  the  greatest 
importance  to  a woman  not  to  sacrifice  the  whole  of  an  ovary  if  pait  can  be 
retained.  It  is  equally  important  to  save  the  healthy  Fallopian  tube,  and  so 
to  deal  with  the  oviduct  as  to  leave  it  patent  and  capable  of  discharging  its 
functions.* 


Cases  Illustrative  of  the  Value  of  Conservative  Operations. 


Pregnancy  after  Oophorectomy  and  Removal  of  an  Ovarian  Blood 
Cyst,  the  other  Ovary  being  atrophied  and  adherent.! 


An  ovarian  blood  cyst  was  removed  from  a patient  under  the  following  cir- 
cumstances. She  was  thirty  years  of  age  at  the  time  of  operation,  and  had  been 
married  for  seven  years,  never  having  conceived.  At  the  age  of  twenty,  she 
had  an  attack  of  pelvic  peritonitis.  The  following  year  she  had  a recurrence, 
which  spread  into  general  peritonitis  of  a most  alarming  character,  and  nearly 
proved  fatal;  six  months  later  there  was  another  attack.  On  and  off  after 
this  she  suffered  from  abdominal  and  pelvic  pains,  but  gradually  improved. 
After  marriage  she  consulted  me  for  a severe  cervical  erosion,  and  there  was 
then  decided  enlargement  of  the  left  ovary.  The  erosion  was  cured,  and  she 
had  a course  of  treatment  at  Woodhall  Spa.  The  recurrent  pains  from  which 


* For  conservative  operations  on  the  adnexa,  see  conclusion  of  chapter  on  the 

Fallopian  Tubes.  See  also  p.  784.  . 

\ This  case  shows  the  discrimination  that  must  be  excici&ei  1 0 1 10  1 

appendages  are  ablated. 
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she  had  suffered  more  or  less  for  years  now  became  more  constant,  and  at 
last,  especially  at  the  right  side,  were  incessant.  Salpingo-oophorectomy  was 
performed  a year  after  her  first  attack  of  peritonitis.  On  opening  the  abdomen, 
the  peritoneum  was  found  extensively  adherent  to  the  bowel,  which  latter 
was  opened  for  a short  distance.  Another  opening  had,  in  consequence,  to 
be  made  in  the  left  inguinal  region.  The  sac  of  the  left  ovary  was  found 
about  the  size  of  an  orange,  and  full  of  blood,  completely  bound  down  by 
adhesions,  which  were  separated  with  difficulty.  The  cyst  with  the  left  tube 
was  removed  entire.  On  seeking  for  the  right  ovary , it  could  not  he  found , 
and  it  teas  only  after  considerable  searching  that  it  was  detected  firmly 
attached  to  the  jpelvic  wall , to  which  it  was  fixed  by  adhesions,  and  con- 
siderably  reduced  in  size.  The  prudence  of  removing  it  was  discussed,  but  in 
the  face  of  the  protracted  operation  and  the  exhausted  condition  of  the  patient, 
it  was  considered  wiser  not  to  subject  her  to  any  additional  shock,  which  the 
attempted  removal  of  the  firmly  adherent  and  apparently  atrophied  ovary 
would  involve.  She  made  an  uninterrupted  recovery.  Menstruation  con- 
tinued, and  on  and  off  she  suffered  again  from  pelvic  pains  in  the  right  side, 
and  a year  after  operation  there  was  a distinct  swelling  to  be  felt  in  the  right 
broad  ligament.  This  disappeared,  but  there  was  always  more  or  less  distress 
and  pain,  especially  with  the  menstrual  periods.  Three  years  from  the  date 
of  the  operation  she  became  pregnant.  She  was  delivered  of  a male  child 
by  Dr.  Taylor,  of  Richmond.  The  surviving  ovary  has  frequently  given 
trouble  since  then,  but  nothing  as  yet  has  occurred  to  justify  its  removal. 


Case  of  Twins  after  Salpingo-oophorectomy  and  Resection  of 

the  other  Ovary. 

The  patient,  aged  26,  who  had  had  five  pregnancies,  with  labour  at  full 
term,  first  consulted  me  three  years  since.  She  was  then  suffering  from  all 
the  symptoms  attendant  upon  chronic  suppurative  endometritis.  There  was 
a very  profuse  discharge,  with  an  extensive  and  deep  cervical  erosion.  She 
had  been  treated  for  the  erosion  and  endometritis  for  some  time  before  I saw 
her.  Both  ovaries  were  enlarged  and  painful,  the  left  especially  so.  The 
uterus,  was  subjected  to  most  thorough  curetting,  with  the  application  of 
chromic  acid  internally,  and  nitric  acid  to  the  eroded  surface,  the  result  being 
a complete  cure  of  the  endometritis  and  erosion.  Pelvic  pain,  however,  still 
continued.,  with  difficulty  of  locomotion,  and  a year  subsequently  I removed  a 
large  cystic  ovary  with  a thickened  and  dilated  tube,  and  resected  the  other 
o\diy,  which  was  studded  with  small  cysts.  She  quickly  recovered  from  the 
operation,  but  for  some  time  the  course  of  the  case  was  not  very  satisfactory, 
as  she  still  complained  of  pelvic  pain,  and  there  was  sensitiveness  of  the 
remaining  ovary.  However,  sixteen  months  after  the  operation,  she  was 
confined  of  twins,  under  the  care  of  Dr.  Frederick  Evans,  of  Cardiff.  Her 
iabour  was  a very  quick  one.  The  sex  of  both  children  was  female,  and 
there  were  two  amniotic  sacs  and  two  placentae.  * 

See  chapter  on  Tuberculosis  for  similar  cases. 
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Repeated  Pregnancies  after  Salpingo-oophorectomy  and 
Ventrofixation  of  the  Uterus. 

Patient,  aged  26,  ten  weeks  after  marriage  had  had  an  accident  causing 
miscarriage,  for  which  she  was  casually  treated,  being  in  bed  for  two  days 
only.  Since  then  she  had  never  been  well— sacral  aching,  fatigue,  great  pain 
before  and  during  the  periods,  walking  producing  much  pelvic  distress ; had 
consulted  two  specialists ; one  put  her  under  the  ‘ rest 1 cure  ; the  other  told 
her  to  forget  her  pain  and  take  a long  sea  voyage.  She  went  to  Australia, 
and  suffered  much  increase  of  trouble  during  the  voyage,  and  was  there  laid 
up.  She  came  home  as  soon  as  she  could  travel,  much  the  worse  for  her 
trip.  Six  months  after  this,  Dr.  W.  H.  Bourke,  whose  patient  she  was, 
found  a retroflexed  uterus  with  the  left  ovary  in  Douglas’s  pouch,  swollen, 
not  movable,  and  very  tender.  Finding  it  impossible  to  keep  a pessary  of 
any  kind  in  the  vagina,  and  no  good  resulting  from  palliative  treatment,  he 
advised  operation,  but  was  overruled  by  three  consultants  consecutively.  He 
then  treated  the  unhealthy  state  of  the  os  and  cervix  in  the  hope  of  pro- 
ducing conception,  which  fortunately  occurred,  and  he  safely  delivered  her 
at  fuff  term.  In  spite  of  every  precaution,  after  delivery  the  uterus  returned 
to  its  former  position,  and  the  ovary  continuing  to  give  trouble,  life  became 
a burden  to  her.  He  again  advised  operation,  and  had  consultations  with 
three  other  specialists,  who  were  not  in  favour  of  it,  though  there  was  no 
alternative  save  chronic  invalidism.  At  his  request,  I saw  the  patient,  and 
immediately  operated,  removing  a large  left  cystic  ovary  and  performing 
ventrosuspension.  He  summarizes  the  result  in  the  following  words  : 4 The 
result  has  been  perfect  from  a surgical,  and  exceedingly  so  from  a matri- 
monial point  of  view,  for  the  patient  has  been  thrice  confined  at  full  term 
of  healthy  children,  without  the  smallest  complication.  One  conception, 
however,  ended  in  a miscarriage.’  The  uterus  has  all  through  maintained 

its  normal  position.  # 

I have  had  several  other  equally  interesting  cases,  in  which  there  were 

corresponding  successful  issues  from  various  conservative  operations. 

Indications  for  Salpingo-oophorectomy.— In  view  of  the  differences 
of  opinion,  both  as  regards  the  justification  for,  and  the  permanent 
benefit  derived  from,  the  operation  of  removal  of  the  appendages, 
it  may  be  well  first  to  recapitulate  briefly  the  indications  which  in 
the  author’s  opinion  justify  the  operation  of  salpingo-oophorectomy : 

1.  Certain  forms  of  uterine  myomata  which  threaten  life.* 

2.  Diseased  conditions  of  the  ovaries  that  resist  all  palliative 
treatment,  and  which  both  embitter  and  endanger  life. 

3.  Those  conditions  of  the  Fallopian  tubes,  isolated  or  associated, 
which  are  not  amenable  to  other  means  of  cure,  and  in  which  sudden 
danger  to  life  may  arise,  or  where  there  is  such  constant  suffering  as 

to  make  life  miserable. 

* See  chap,  xxv.,  on  Salpingo-oophorectomy,  for  Fibromyomata. 
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4.  Certain  cases  of  pelvic  suppuration  when  the  adnexa  are 
involved.  These  have  already  been  dealt  with  in  treating  of  pelvic 
suppurations.* 

5.  Ovarian  tubo-ovarian  and  tubal  ectopic  gestation. 

6.  Some  incurable  cases  of  dysmenorrhcea,  unaffected  by  any 
course  of  palliative  treatment,  or  milder  operative  measures  under- 
taken for  the  relief  of  pain,  and  attendant  neuroses.  In  these  cases 
the  association  of  any  of  the  previous  conditions  adds  to  the 
expediency  and  justification  of  operation. 

7.  Those  cases  of  epilepsy  and  hystero-epilepsy  in  which  there 
is  clear  evidence  of  correlation  between  these  attacks  and  such 
affections  as  ovaritis,  ovarian  displacements,  enlargements,  or 
degenerations,  with  or  without  accompanying  tubal  pathological 
conditions. 

8.  The  operation  may  be  indicated  in  certain  cases  of  disordered 
mentalization  where  disease  of  the  adnexa  is  determined  by  examina- 
tion under  anaesthesia. 

Both  ovaries  and  both  Fallopian  tubes  should  be  removed  (ci) 
where  the  operation  is  performed  for  the  arrest  of  growth  and 
haemorrhage  in  myoma ; (b)  in  dysmenorrhcea  where  the  object  is  to 
produce  premature  change  of  life  ; (c)  in  neuroses  associated  with 
dysmenorrhcea,  recurrent  ovaritis,  displaced  and  sensitive  ovaries ; 
(cl)  where  both  ovaries  and  both  tubes,  or  one  ovary  and  both  tubes, 
are  so  diseased  that  no  conservative  operation  is  feasible  or 
advisable. 

The  operation  is  only  to  be  undertaken  after  full  consideration , 
and  when  the  consequences  are  placed  before  the  patient  and  her 
immediate  relatives , and  her  free  consent  obtained. 

Nor  should  the  patient  be  allowed  to  believe  that  salpingo- 
oophorectomy  is  a simple  step.  On  the  contrary,  as  has  been  said, 
peritoneal  adhesions  to  the  intestines,  deep  pelvic  attachments  of 
the  ovaries  and  tubes,  ovarian  cystic  collections  of  blood  and  pus, 
pyo-  and  hmmato-salpinx,  may  render  it  most  difficult  to  remove 
the  appendages  completely  and  aseptically. 

(The  special  indications  for  the  step  in  the  instance  of  uterine 
myomata  have  been  already  fully  and  separately  dealt  with.) 

It  is  clue  to  Mary  Bixon  Jones,  of  New  York,  to  refer  to  her 
opinions  on  this  question— one  of  such  vital  moment  to  her  own  sex. 

Bnumeiating  the  conditions  in  which  the  operation  should  be  performed, 


* See  chapter  on  Pelvic  Inflammation. 
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she  includes  the  following — Plastic  peritonitis  with  pseudo-membranous 
adhesions ; purulent  peritonitis,  with  abscess,  the  consequence  of  adnexal 
disease ; gyroma,  with  varicose  states  of  the  nerve  fibres ; gonorrhoeal  salpin- 
gitis with  pyo-salpinx ; sarcoma  and  carcinoma  of  the  ovary,  with  other  solid 
tumours  of  the  gland.  She  does  not  approve,  save  where  there  is  hopeless 
disease  of  the  organs  themselves,  of  removal  of  the  adnexa  for  any  neurotic 
condition,  constitutional  disturbance,  or  for  any  reason  save  incurable  disease. 
She  insists  that  it  is  not  always  possible  to  tell  by  the  ocular  appearances 
whether  an  ovary  is  sufficiently  diseased  or  not  to  warrant  removal,  and  she 
quotes  cases  in  which  dependence  upon  naked-eye  appearances  would  have 
led  to  the  most  serious  consequences,  both  endothelioma  and  cancer  being 
present,  though  not  suspected.  Some  of  the  most  serious  cases  she  has  ever 
operated  upon  gave  no  naked-eye  evidences  of  disease.  In  the  majority  of 
cases  of  pyo-salpinx,  extra-uterine  pregnancy,  hydro-  and  hmmato-salpinx, 
operation  is  indicated.  As  she  well  says,  it  is  only  by  accident  that  such 
patients  ever  become  well  without  operation,  and  the  risks  run  by  postpone- 
ment are  far  greater  in  themselves  than  those  run  by  operation.  Nor  is  it  to 
be  lost  sight  of  that  the  evil  consequences  of  long-continued  pelvic  disease, 
with  all  its  attendant  troubles,  reduce  the  patient’s  chances  of  recovery  fiom 
operation  while  they  increase  its  difficulties.  Aglutinations  of  the  pelvic 
viscera,  pus  sacs,  with  purulent  infiltration,  are  mingled  with  oiganized 
adhesions,  difficult  to  break  up,  and  which  leave  extensive  raw  surfaces,  the 
sources  of  future  adhesions.  ‘ The  policy  of  delay  works  badly  in  every  way, 
women  continue  to  be  invalids,  many  die  from  inter- current  attacks  of 
peritonitis,  and  those  who  live  on  do  so  with  lessened  chances  of  recovery 
when  they  submit  to  operation,  and  greatly  increased  risks  of  but  partial 

restoration  to  health.’  * 


(The  operation  of  abdominal  salpingo-obphorectomy  has  been 
described  in  chap,  xxv,  on  the  Operative  Treatment  of  Myoma  of 
the  Uterus.) 


In  a paper  on  conservative  operations  on  the  adnexa  f I entered  into  the 
question  of  the  risk  following  the  operation  of  abdominal  salpingo-obphorectomy 
in  complicated  and  uncomplicated  cases . 


* I have  recently  removed  both  adnexa  in  two  cases  where,  on  exposing  the 
pelvic  cavity,  nothing  was  to  be  seen  save  the  uterus,  which  was  firmly  adherent 
posteriorly.  In  one  the  ovaries  and  tubes  were  quite  concealed  from  view  by  an 
effusion  in  which  they  were  imbedded-a  fluctuating  cyst  adherent  to  the 
pelvic  wall  could  be  detected  at  the  right  side.  This  proved  to  be  a blood  sac 
of  theovarv.  This  patient  suffered  also  from  an  enormously  dilated  stomach, 
necessitating  its  washing  out  under  an  anesthetic.  She  is  making  an  exce  cut 


Lavage  of  the  stomach  has  been  before  referred  to.  In  cases  of  post-operative 
vomiting  the  washing  out  of  the  stomach  often  gives  the  greatest  re  ie  . 
may  be  done  twice  daily.  Quinine  and  boric  acid  in  1 in  5000  formalin  is 

a useful  solution. 

t Brit.  Gyn.  Jour.,  Feb.,  1903. 
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Operation  in  Uncomplicated  and  Complicated  Cases. 

By  “ uncomplicated, ” I mean  plain,  straightforward  cases  in  which  the 
operation  can  be  completed  without  any  unusual  risks  from  adhesions, 
haemorrhage,  the  presence  of  septic  fluids,  or  such  a low  state  of  vitality  or 
deficient  vital  resistance  as  to  render  the  risk  of  any  operative  interference 
disproportionate  to  its  severity.  By  “ complicated,”  I understand  those 
cases  in  which  the  operator  meets  with  old  and  extensive  adhesions,  and 
organised,  attachments  to  surrounding  parts,  the  presence  of  septic  fluids,  the 
prolongation  of  an  operation  in  consequence  of  the  complications  being 
bilateral,  the  extra  shock  involved  both  by  this  and  possibly  by  haemorrhage, 
and  difficulty  met  with  in  delivering  the  tumour.  To  these  unpropitious 
conditions  we  may  add  the  temperament  of  some  patients,  restless,  appre- 
hensive, hysterical  and  impatient  of  pain.  In  the  first  class  of  case  I do  not 
think  it  is  an.  exaggeration  to  say  that  the  mortality  (with  our  improved 
methods)  of  simple  salpingo-oophorectomy  is  not  more  than  1 to  2 per  cent. 
For  my  own  part,  taking  all  the  cases  of  salpingo-oophorectomy  I have 
performed  (I  cannot  say  how  many),  complicated  or  otherwise,  I have  only 
lost  one,  and  that  I attributed  partly  to  some  operative  bungling.  The  patient 
had  been  ailing  for  years;  had  mitral  valvular  disease,  and  was  very  anaemic. 
There  was  adnexal  trouble,  associated  with  great  agony.  In  consequence 
of  her  cardiac  complication  I put  off  operation.  At  last  there  was  no 
alternative,  and  I removed  a blood-sac  from  the  right  side,  and  found  another 
similar  sac  at  the  left.  Both  were  bound  down  by  adhesions  In  freeing 
these  and  in  bringing  the  adnexal  mass  to  the  surface  I had  great  difficulty 
and  was  tempted  to  seize  the  tumour  with  a tenaculum.  In  the  effort  I must 
have  pierced  a large  venous  sinus  in  the  broad  ligament.  Immediately  the 
pelvis  filled  with  blood,  and  I had  the  greatest  difficulty  in  arresting  the 
haemorrhage.  I left  a Miculicz  tampon  in  the  pelvis,  and  a temporary  clamp. 
Iheie  was  no  further  haemorrhage,  but  she  never  recovered  the  shock.  This 
las  so  far,  been  my  first  and  last  death  from  salpingo-oophorectomy. 

we  now  endeavour  to  determine  the  percentage  mortality  in  the  com- 
Elated  cases,  we  have  a difficult  task.  Tait  said  that  oophorectomy  might 
je  one  of  the  simplest  and  easiest,  or  one  of  the  most  difficult,  operations  in 
suigery,  and  so  it  is.  Still,  I do  not  think  that  we  can  assign  a larger 
moitality,  even  m complicated  cases,  than  5 per  cent.  Is  there  any  operative 
procedure  of  equal  severity  in  the  whole  domain  of  surgery  of  which  more 
favourable  results  can  be  quoted  than  this  ? I am  ignorant  of  any. 

Bear  m mind  that  the  great  majority  of  these  operations  are  undertaken 
foi  utterly  incurable  conditions,  or,  at  the  best,  in  states  where  there  are 
mouMermg  volcanoes  ready  to  burst  into  activity  at  any  moment  under  the 
l ^^  Provocation,  and  commonly  rendering  the  woman’s  life  a misery  to 
iei.  Phis,  then,  is  our  position  to-day  in  regard  to  salpingo-oophorectomy— 
it  challenges  competition  with  any  other  surgical  major  operation  for  rapidity 

I shoT  7’  SPee+  GSS,  f reT6ry’  aDd  ^Plcteness  of  cure.  Personally, 

I bhould  let  no  sentimental  considerations  or  problematical  sexual  consequences 

stand,  m my  way  of  rescuing  a woman  from  misery,  or  saving  her  life— -she 

knowing  to  the  fullest  the  consequences  of  the  step  about  to  be  taken  and 

3 E 
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acquiescing  in  its  completion.  It  goes  without  saying  that  the  most  gratifying 
results  follow  from  thorough  and  complete  operations. 

There  must  ever  be  a large  proportion  of  cases  in  which  the  complete 
removal  of  both  adnexa  is  indicated.  Cystic  and  other  tumours,  pus  cavities 
and  sacs,  if  present,  immediately  determine  this.  There  is  another  class  in 
which  the  examination  of  the  unaffected  adnexa  on  one  side  proves  them  to 
be  normal  and  healthy,  and  in  which  no  question  of  their  removal  can  arise. 
There  is  a third  where  partial  disease  affects  the  tube  or  ovary,  or  both,  either 
on  the  one  side  or  on  the  two.  The  question  is,  How  are  we  to  deal  with 
such  cases — (a)  when  the  organs  at  either  side  are  sufficiently  free  from 
disease  to  justify  attempts  at  conservative  operations  ; (h)  when  the  partially 
affected  adnexa  on  one  side  are  associated  with  organs  so  seriously  affected 
on  the  other  as  to  call  for  the  removal  of  the  latter. 

We  will  deal  with  the  first  contingency.  I take  it  that  no  one  will  remove 
adnexa  in  whole  or  part  in  which  such  operations  as  ovarian  resection  or 
salpingostomy  offer  a reasonable  hope  that  a cure  will  follow  their  performance. 
This  would  apply  to  simple  cystic  states,  small  blood-cysts,  localized  suppura- 
tive foci  in  the  ovary,  or  localized  and  circumscribed  distension  and  stricture 
of  the  Fallopian  tube. 

Here  careful  ablation  of  the  diseased  parts  and  plastic  operations  afford  the 
woman  all  the  protection  she  can  expect  against  a second  operation.  Should 
she,  however,  insist  that  in  the  event  of  its  being  found  that  there  is  a 
reasonable  doubt  of  ultimately  saving  the  organs,  the  adnexa  are  to  be 
removed,  then  I think  she  is  entitled  to  the  benefit  of  that  doubt,  and  should 
not  be  subjected  to  the  risk  and  ordeal  of  a second  operation. 

The  second  contingency  is  that  in  which  it  is  imperative  to  remove  the 
adnexa  of  one  side,  and  where  at  the  time  of  operation  those  of  the  other 
are  found  to  be  partially  affected  in  any  of  the  ways  that  I have  mentioned. 
Is  it  here  the  best  course  to  perform  some  conservative  operation  and  return 
the  adnexa,  or  to  ablate  them  ? These  cases  bear  on  the  reply. 

The  first  was  operated  upon  by  me  for  adnexal  disease,  and  the  affected 
tube  and  ovary  were  removed.  She  was  a married  woman,  aged  26. 
Constant  and  uncontrollable  vomiting  necessitated  operation.  All  vomiting 
ceased  from  the  time  of  its  performance,  and  the  patient  was  apparently 
restored  to  perfect  health.  The  left  adnexa  were  removed.  The  cyst  was  the 
size  of  a small  orange,  and  there  had  been  intra- cystic  hemorrhage  into  the 
tumour.  At  the  same  time  the  opposite  ovary  was  resected,  and  a fair-sized 
cyst  ablated,  while  some  smaller  ones  were  punctured.  Eight  months  subse- 
quently, she  contracted  influenza,  and  after  this  similar  attacks  of  vomiting  to 
those  she  had  suffered  from  before  her  last  operation  commenced.  There  was 
also  constant  headache  and  severe  pain  in  her  right  side.  She  had  great 
difficulty  in  walking,  and  there  was  incontinence  of  urine.  I performed  a second 
operation  one  year  and  eight  months  after  the  first,  when  the  right  adnexa 
were  removed.  There  was  cystic  degeneration  of  the  right  ovary,  the  tube 
being  distended,  and  there  was  a double  cyst  in  the  broad  ligament.  She 
made  a rapid  recovery.  Some  six  months  after,  haemorrhage  recurred  lrom 
the  uterus,  and  as  it  persisted  I performed  curettage,  and  the  curettings 
wore  pronounced  to  be  of  an  adenomatous  nature.  The  haemorrhage 
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ceased  after  the  operation,  but  returned  again  with  increased  severity. 
The  third  coeliotoiny  was  done  ten  months  subsequently.  I found  a third  cyst 
in  the  broad  ligament,  which  I removed.  I removed  the  uterus  by  the  supra- 
vaginal method,  close  to  the  vaginal  vault.  This  patient  has  now  become  a 
robust  woman. 

A patient,  aged  32,  had  been  operated  upon  by  another  surgeon,  an  able 
gynaecologist,  five  years  previously  for  a hydro-salpinx  at  the  left  side,  the  size 
of  the  fist,  by  a posterior  colpotomy.  The  operation  was  a simple  one.  At 
the  time  both  ovaries  seemed  on  inspection  to  be  healthy,  except  for  the 
appearance  of  several  small  cysts,  which  were  punctured.  Both  ovaries  were 
returned.  The  uterus  was  healthy  in  size  and  position.  The  condition 
reported  to  me  when  I saw  her  was — ‘ Uterus  normal,  right  ovary  normal,  left 
enlarged  and  painful.’  There  was  a serious  falling  off  in  weight  and  general 
health.  On  examination  an  adnexal  tumour  was  found  filling  the  pouch  of 
Douglas.  Operation  revealed  a left  ovary  and  tube  fixed  and  surrounded  by 
adhesions.  At  the  right  side  there  was  an  ovarian  cyst  about  the  size  of  an 
orange,  and  an  enlarged  tube — a hsemato- salpinx.  The  right  adnexa  were 
removed,  and  the  patient  is  now  quite  a different  woman,  notwithstanding  the 
added  complication  of  a movable  and  enlarged  kidney.  The  left  ovary 
continues  to  discharge  its  function. 

Here  are  two  operations  in  which  a complete  operation  on  both  adnexa  in 
the  first  instance  would  have  saved  a second,  as  well  as  great  suffering,  if  not 
risk.  I have  since  had  under  my  care  three  cases  in  which  oophorectomy 
at  one  side,  resection  at  the  other,  and  ventro-suspension,  were  performed  by 
me,  and  in  all  these  an  adnexal  tumour  required  removal. 

I he  fact  remains  that  no  surgeon  can  tell  what  percentage  of  such 
conservative  steps  may  bequeath  a demand  for  secondary  interference.  And 
the  very  nature  of  the  affections  to  which  these  organs  are  subject  (I  speak 
more  particularly  of  the  ovaries)  renders  this  recurrence  a probability. 
Nothing  is  more  tempting  than  to  do  a neat  salpingostomy  and  resection  of 
an  ovaiy.  I am  fully  alive  to  the  other  side  of  the  question,  namely,  the 
desire  to  preserve  the  adnexa  at  all  hazards.* 


Vaginal  Salpingo-oophorectomy. 

Anterior  Colpotomy— A.  Martin’s  Operation.— If  the  anterior 
route  be  selected,  the  operation  is  performed  thus : The  genitals 
having  been  shaved,  and  the  thorough  sterilization  of  the  vagina 
secured,  the  woman  is  placed  in  the  usual  position.  The  uterus  is 
drawn  well  down,  and  its  length  and  position  are  ascertained  by 
the  sound.  The  attachment  of  the  bladder  and  its  relation  to  the 
uteius  aie  determined  in  the  same  manner.  The  cervix  is  now 

That  the  conservative  resection  of  an  ovary  which  has  been  in  part  diseased 
is  not  without  dangers,  is  shown  by  a case  of  Fischer’s  (Central!),  f.  Gyn.,  1900, 
o.  31),  in  which  the  remnant  of  a gland,  paitly  removed  with  its  fellow  for  the 
production  of  the  menopause,  developed  a large*bilocular  cyst. 
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caught  by  two  vulsella,  which  are  held  in  one  hand.  Orthmann’s 
combination  of  uterine  sound  with  claw  forceps  is  preferable,  if  it 
be  at  hand  (Fig.  188).  The  sound  extremity  is  passed  into  the 
uterus,  and  the  neck  is  seized  by  closing  the  instrument  so  that  the 
claw  fixes  the  cervix  externally.  With  this  the  uterus  can  be 
drawn  well  down  so  as  to  place  it  and  the  anterior  cul-de-sac  on  the 
stretch.  An  assistant  now  passes  a vaginal  retractor  below  the 
urethra  and  draws  it  up  out  of  the  way,  and  with  the  same  hand 
he  holds  a pipette  so  as  to  direct  an  irrigating  stream  on  the  part, 
allowing  this  to  play  continuously  during  the  operation.  The 
flushing  vaginal  retractor  (Fig.  105)  is  the  best  means  of  irriga- 
tion we  possess  for  vaginal  operations.  The  uterus  being  thus  fixed 
and  stretched  with  one  hand,  with  the  other  the  operator  makes  an 
incision  directly  in  the  middle  line  through  the  mucous  membrane. 
This  is  then  reflected  up  with  a few  strokes  of  the  knife.  This  is 
Martin’s  longitudinal  incision,  but  many  prefer  the  transverse 
incision  through  the  mucous  membrane  at  the  utero-vaginal  junc- 
tion. The  sub-mucous  tissue  is  now  cautiously  divided,  and  the 
separation  of  the  bladder  is  effected  by  the  fingers,  point  of  curved 
scissors,  or  cautious  dissection  with  a scalpel.  Meanwhile,  the 
retractor  is  carefully  used  to  protect  the  bladder,  and  keep  it  out 
of  harm’s  way.  The  peritoneum  is  now  sought  for,  caught  with 
dressing-forceps,  and  divided  with  scissors,  the  blades  of  which  are 
opened  so  as  to  enlarge  the  incision,  and  the  opening  is  further 
increased  in  size  with  the  finger.  Martin’s  conical  retractor  is 
slipped  underneath  the  peritoneum  so  as  to  protect  the  bladder 
completely.  The  perineal  redactor  may  now  be  withdrawn,  and  the 
index  finger  is  carried  into  the  peritoneal  cavity.  The  adnexa  and 
broad  ligaments  at  either  side  are  carefully  examined,  the  presence 
of  adhesions  and  the  size  of  the  ovaries  and  tubes  being  determined. 
The  perineal  retractor  is  now  replaced,  and  the  uterus  is  seized  and 
brought  into  the  vagina.  The  ovary  and  tube  at  either  side  are 
next  sought  for,  seized,  brought  into  view,  and  examined.  They 
are  then  removed,  or  punctured  if  cystic,  or  resected.  If  the  adnexa 
of  either  side  be  healthy,  these  are  returned.  It  may  not  be  neces- 
sary to  bring  the  uterus  forwards,  for  the  adnexa  can  be  hooked  down 
with  the  finger,  or  the  ovarian  clamp-forceps  can  be  used  to  seize 
the  ovary  and  bring  it  into  the  vagina.  The  presence  of  adhesions, 
cysts,  solid  growths  of  the  ovary,  pus  sacs,  and  myomatous  tumours, 
will  add  considerably  to  the  risk  and  difficulty  of  the  operation. 
Here  adhesions  have  to  be  carefully  separated,  cysts  punctured,  and 
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in  some  cases  it  may  be  necessary,  as  in  tubo-ovarian  ectopic  gesta- 
tion, to  combine  an  abdominal  operation  with  the  vaginal.  Bisection 
of  the  uterus  by  any  of  the  methods  already  described  may  be 
demanded.  It  is  just  when  such  conditions  are  present  that  a 
careful  previous  diagnosis  must  be  made,  and  that  the  abdominal 
route  will  be  found  preferable  to  the  vaginal. 

Posterior  Colpotomy. 

The  majority  of  gynaecologists  prefer  the  posterior  to  the  anterior 
vaginal  route  in  exploration  of  the  pelvic  viscera,  and  for  operations 
on  the  adnexa.  It  is  without  doubt  the  operation  of  selection. 
Palpation  is  easier,  and  the  adnexa  are  more  within  reach,  and  are 
more  readily  drawn  into  the  vagina,  while  drainage,  when  required, 
is  better  carried  out  from  the  pouch  of  Douglas.  Also  the  broad 
ligaments  can  be  more  completely  traced,  and  any  effusions  or  tumours 
in  them  defined. 

Operation. — The  patient  being  in  the  usual  position,  and  aseptic 
precautions  having  been  taken,  a large  perineal  retractor  is  intro- 
duced, and  the  cervix  is  seized  with  two  tenacula,  or  Orthmann’s 
instrument  may  be  employed  to  depress  and  pull  it  forwards.  The 
recto-vaginal  fold  is  incised  transversely  a few  millimetres  behind 
its  insertion  with  the  neck.  The  incision  is  curved  with  the 
concavity  in  front,  measuring  some  six  centimetres  in  length.  The 
wound  may  be  further  freed  with  a few  strokes  of  a curved  blunt- 
pointed  scissors.  The  peritoneal  cul-de-sac  is  now  sought  for, 
caught  in  a forceps  and  incised.  By  diverging  the  blades  of  the 
scissors  the  opening  is  enlarged,  and  the  right  index  finger,  intro- 
duced into  the  wound  and  being  carried  straight  to  the  posterior 
surface  of  the  uterus,  acts  as  a guide  to  the  adnexa. 

These  are  drawn  into  the  wound  either  by  the  aid  of  the  index 
and  middle  finger,  or  with  the  ovarian  forceps.  Should  there  be 
adhesions  which  prevent  this,  the  forceps  held  in  the  right  hand 
grasps  the  left  adnexa  \ and  the  fingers  of  the  left  hand,  carried 
through  the  peritoneal  opening,  cautiously  separate  the  adhesions 
one  by  one.  When  the  adnexa  are  thus  drawn  out,  the  pedicle  is 
tied  en  masse , or  is  transfixed  with  a curved  needle  and  tied  in  the 
usual  manner  in  separate  portions.  It  may  temporarily  be  held 
with  clamp  forceps. 

In  some  cases,  if  there  be  great  difficulty  in  restraining,  and  fear 
of  subsequent,  haemorrhage,  the  clamps  may  be  allowed  to  remain 
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on ; especially  is  this  so  if  the  broad  ligaments  be  short,  and 
have  been  much  dragged  about  or  injured.  Also  there  are  cases 
in  which,  when  the  bleeding  continues  from  a high  source,  it  is  most 
difficult  to  pass  a ligature,  and  here  permanent  forcipressure  is  the 
more  safe  plan  to  adopt. 

The  same  procedure  is  applied  at  the  opposite  side  when  both 
adnexa  are  diseased. 


pIG  521. Incisions  of  Sanger  for  Vertical,  and  0.  Zuckerkandl  for 

Transverse,  Perineotomy. 

The  difficulty  most  frequently  met  with  in  posterior  colpotomy  is 
adhesions  closing  Douglas’s  pouch ; these  may  be  so  extensive  as  to 
obliterate  the  sac,  and  render  the  uterus  immovable.  Such  immo- 
bility is  readily  felt  with  the  finger,  and  it  may  be  found  impossible 
to  continue  the  operation  by  this  route.  Then  the  abdomen  has  to 
be  opened  and  the  combined  operation  carried  out  with  bisection  of 
the  uterus  by  Kelly’s  method.* 


Operation  for  Ovarian  Cystoma. 

For  the  operation  of  ovariotomy  for  ovarian  cystoma,  the  follow- 
ing instruments  should  be  sterilized  and  ready  to  hand  : — 

Zweifel’s  and  Pean’s  forceps. 

Doyen’s  artery  forceps. 

* Seo  p.  368.  If  pus  sacs  be  present,  and  hysterectomy  or  the  combined 
operation  be  deemed  inadvisable,  the  sacs  may  be  opened  and  well  mopped  out 
with  weak  formalin  dabs,  and  then  temporarily  tamponed  with  aseptic  or 

iodoform  gauze. 
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Clamp  forceps,  straight  and  angular. 

Kceberle’s  or  Wells’  ovariotomy  trocar. 

Wells’  smaller  trocar. 

Tait’s  syphon  trocar. 

Long,  blunt  pedicle  needle. 

Deschamp’s  needles. 

Sharp-curved  needles — various  sizes. 

Needleholder. 

Tenacula — single  and  double. 

Scissors — curved  and  straight. 

Some  large  flat  sterilized  sponges. 

Long  catch  forceps,  for  dabs  and  compresses. 

Various  sterilized  dressings. 

Paquelin’s  or  the  electric  cautery. 

The  directions  already  given  for  the  preparation  of  the  instruments,  room , 
patient,  operator,  and  assistants,  so  far  as  all  aseptic  and  antiseptic  precau- 
tions are  concerned,  hold  good  for  the  operation  of  ovariotomy.  The  various 
sutures,  ligatures,  and  dressings  used  in  cceliotomy,  and  the  toilet  of  the 
abdominal  wound,  have  been  already  described.* 

Verification  of  Number  of  Sponges,  Forceps,  etc. 

In  ovariotomy,  as  in  all  abdominal  operations  in  which  there  is  a risk  of  a 
forceps,  dab,  sponge,  or  compress  being  left  behind,  the  forceps,  etc.,  should 
be  carefully  counted  by  one  nurse,  and  the  number  verified  and  written  down 
by  a second  nurse. 

I never  use  any  dab  or  sponge  in  the  abdominal  cavity  that  is  not  secured 
on  a long,  slender,  and  light  clamp  forceps,  and  I always  see  that  it  is  tightly 
held  before  using  it.  Each  protector  should  have  one  end  nipped  by  a small 
pressure  forceps. 

The  Operation. — The  following  are  the  steps  of  the  operation : — 

1.  The  abdominal  incision. 

2.  Arrest  of  haemorrhage. 

3.  Opening  the  peritoneum. 

4.  Exposure  of  the  cyst  and  management  of  adhesions. 

5.  Use  of  the  trocar  and  evacuation  of  the  cyst  contents. 

6.  Drawing  out  the  cyst  wall  and  freeing  it  of  other  adhesions, 

if  they  exist. 

7.  Arrest  of  bleeding. 

8.  Securing  the  pedicle. 

9.  Peritoneal  toilet. 


* See  chapter  on  Asepsis  and  Antisepsis. 
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10.  Closure  of  the  wound. 

11.  Dressing  of  the  wound. 

The  assistants  and  nurses  having  taken  their  places,  the  operator, 
standing  at  the  right  side  of  the  patient,  makes  an  incision  in  the 
usual  manner,  about  four  inches  in  length,  through  the  linea  alba. 

He  keeps  exactly  in  the  middle  line,  avoiding  the  rectus 
sheath.  If  he  should  open  this,  he  may  either  complete  the 

incision  by  cutting  di- 
rectly through  the  muscle, 
or  he  can  pass  a grooved 
director  in  towards  the 
middle  line  to  guide  him 
in  the  linea  alba.  All 
haemorrhage  is  arrested  by 
forcipressure  or  ligature. 
The  peritoneum  is  next 
caught  by  two  Wells’  for- 
ceps, drawn  well  forward 
and  divided  between  the 
two.  If  fluid  be  in  the 
peritoneal  cavity,  the  pa- 
tient is  turned  a little  on 
the  side,  and  the  fluid  is  allowed  to  run  through  an  extemporized 
spout  of  the  waterproof  sheeting  into  a bucket  at  the  side  of  the 
table.  The  cyst  wall  is  thus  exposed.  With  a trocar  of  Kceberle 
or  Wells  the  cyst  is  pierced,  and  the  fluid  permitted  to  run  through 
a tube  into  a side  bucket/'  The  sides  of  the  abdomen  are  pressed 


Fig.  522. — Examining  Cyst-wall  for 
Adhesions.  (Spencer  Wells.) 


Fig.  523. — Modification  of  Wells’  Trocar. 
(See  also  pp.  146,  148.) 


forwards  at  the  same  time  by  an  assistant.  The  sliding 
cannula,  or  shield,  of  the  trocar  shown  in  the  drawing, 
regulated  by  a thumb-piece  and  bayonet-joint,  can  be 
pushed  forward  so  as  to  protect  the  point  of  the  trocar.  The 


* See  p.  148  for  description  of  Koeberle’s  and  other  trocars. 
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trocar  of  Tait  is  a simple  instrument,  and  is  also  useful  for  flushing 
out  the  abdominal  or  pelvic  cavity  with  saline  solution  or  sterilized 
water  (Figs.  525,  526).  During  the  emptying  of  the  cyst,  if 
adhesions  be  exposed  they  must  be  separated  by  a sponge  or  small 
roll  of  gauze,  held  in  a clamp,  which  will  be  found  most  convenient 
for  the  purpose,  and  any  bleeding  vessels  are  seized  and  quickly  tied. 


Fig.  524. — Nelaton’s  Forceps  for  seizing  Wall  of  Cyst. 

See  chapters  on  the  Operative  Treatment  of  Fibromyomata,  for  various  toothed 
forceps,  clamps,  and  other  instruments  required  in  coeliotomy. 

Temporary  haemostasis  is  secured  by  forcipressure.  Some  may 
be  seized  with  torsion  forceps  and  twisted.  If  the  cyst  be  multi- 
locular,  the  trocar  can  be  used  to  empty  two  or  more  cysts  without 
removal  of  the  instrument,  by  plunging  it  into  each  through 
the  septum  separating  the  emptied  from  the  full  cyst.  The 
cyst  having  been  partially  emptied,  it  is  seized  with  cyst-forceps  and 
drawn  through  the  abdominal  opening,  any  remaining  adhesions 


Figs.  525,  526.— Tait’s  Syphon  Trocars. 

Also  most  useful  in  flushing  or  syphoning  the  abdominal  cavity. 

being  freed  as  this  is  done.  The  assistant,  standing  opposite  1 
operator,  slips  his  right-hand  middle  finger  inside  the  abdomh 
wound,  including  the  entire  structures  divided,  and  he  thus  ho. 
the  abdominal  wall  forwards,  securing  both  sides  of  the  won 
With  the  thumb  and  forefinger  of  the  same  hand.  His  left  ha 
is  thus  free  to  keep  pressure  on  either  side  if  necessary  The  <4 
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Fig.  527 —Insertion  of  Trocar  into  Cyst. 
(Spencer  Wells.) 


retractors  (p.  478),  are  very  useful  at  this  stage;  the  assistant  can 
hold  the  edges  of  the  wound  well  apart  without  interfering  with 

the  operator,  or  they  can  be  made  self-retaining  with  a band  and 

buckle  attached. 

A large  warm  flat 
sponge  or  protector 
is  now  carefully 
slipped  in  over  the 
intestines  to  protect 
these  and  prevent 
prolapse.  In  an  or- 
dinary ovariotomy, 
when  there  are  few 
adhesions,  the  in- 
testines should  not 
be  seen  from  first 
to  last  during  the 

operation.  The  importance  of  preventing  if  possible  any  protrusion 

of  the  bowel  must  never  be  lost  sight  of.  Another  assistant  supports 

the  tumour  as  it  is  drawn  out  and  the  pedicle  cut,  and  prevents 

dragging  or  traction,  receiving  the  emptied  cyst  in  a basin.  The 

pedicle  is  now  transfixed  with  a long  blunt-pointed,  needle,  or  one  of 

Deschamp’s,  carrying  a double  gut  ovariotomy  ligature.  This  is 

cut  and  securely  tied  in  the  manner  already  described.  "'  With  clamp 

forceps  the  pedicle 

is  now  held  below 
the  ligature,  and 
the  cyst  is  cut  off 
at  a sufficient  dis- 
tance from  the 
latter  not  to  run 
any  risk  of  inter- 
ference with  it, 
yet  leaving  enough 
of  the  pedicle  to 
enable  us  to  exa- 

mine  its  surface  carefully  and  cover  it  with  peritoneum  before  it  is 
dropped  into  the  pelvic  cavity.  The  other  ovary  and  tube  are 


Fig.  528 —Drawing  the  Cyst  out  of  Incision. 
(Spencer  Wells.)! 


* This  old  trocar  of  Wells’s  is  not  now  used ; see  pp.  146,  148,  for  Ivteberle  s 
and  other  trocars. 

f See  chapter  on  Sutures  and  Ligatures. 
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thoroughly  examined  and,  if  diseased,  they  are  removed.  To  deal 
dexterously  with  adhesions,  especially  those  found  in  the  pelvis 
is  a matter  of  experience  and  ma- 
nipulative skill.  Some  are  easily 
separated  by  the  fingers  and  small 
sponge,  held  in  a forceps  or  holder. 

Others  require  ligaturing  and  sub- 
sequent division.  Some  may  de- 
mand division  with  the  electro- 
cautery or  Paquelin’s  knife.  To  see 
adhesions  in  the  pelvic  cavity  the 
reflector  or  reflecting  mirror  is  often 
of  use. 

The  Peritoneal  Toilet. — This  is 
the  portion  of  the  operation  which 
must  not  be  conducted  hurriedly, 
and  it  is  also  the  part  requiring  most  patience  and  care.  When  the 
pedicle,  carefully  covered  over,  is  dropped  back,  the  peritoneum  is 
dried  with  dabs  or  warm  sponges,  and  all  blood  and  serum  sponged 
out.  The  abdominal  cavity  cannot  be  left  too  clear  of  any  fluid  or 
clots.  On  this  depends,  in  a great  measure,  the  success  of  the 
operation.  If  we  have  any  serious  doubt  whether  drainage  is 
indicated,  owing  to  obstinate  haemorrhage,  prolonged  oozing,  or  the 
infection  of  the  peritoneal  cavity  by  the  escape  of  septic  material  or 
fluid  into  it,  it  is  better  to  put  in  a glass  or  rubber  drainage-tube 
or  an  iodoform  gauze  drain  before  closing  the  wound. 

Should  there  have  been  much  exposure  of  the  omentum  and  intestine,  or 
should  blood  in  any  quantity,  or  the  contents  of  the  cyst  or  cysts  have  escaped 

into  the  peritoneal  cavity,  the  latter  should  be  freely  irrigated  with  sterilized 
warm  saline  solution. 

Saline  Irrigation. — Tait  laid  special  stress  on  the  advantage  of  washing  out 
the  peritoneum  over  sponging.  lie  used  his  syphon  trocars  (large  or  small) 
both  foi  drawing  off  the  contents  of  the  cysts  and  for  syphoning  the  abdomen. 
The  indiarubber  tubing  is  attached  to  the  open  end  of  the  trocar,  and  water 
at  a temperature  of  106°  to  107°,  or  even  to  120°  in  case  of  haemorrhage,  is 
syphoned  into  the  abdomen.  I ait  used  a special  aspirating  sucker  to  remove 

the  remains  of  the  fluid  (Fig.  530).  A sterilized  glass  or  vulcanite  syrinx 
answers  admirably. 

Hawkins  Ambler,  writing  on  saline  irrigation  of  the  peritoneal  cavity 
during  operation,  notices  its  effects  in  the  tendency  to  cause  shock  even  under 
anaesthesia,  which  is  quickly  followed  by  a reaction,  with  increase  in  volume 

* Brit.  Gyn.  Jour.,  Feb.,  1899. 


Fig.  529. — Grasping  Solid  Tra- 
becular Tumour.  (Spencer 
Wells.) 
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and  quality  of  the  pulse.  He  quotes  Sherrington’s  experiments  of  the  effects 
on  the  blood  of  injuries  on  the  intestines  in  various  animals ; the  blood  be- 
coming inspissated,  losing  some  of  its  plasma,  while  its  chromocjdes  do  not 
escape  in  direct  proportion  to  the  loss  of  plasma.  This  loss  of  plasma  con- 
tinues for  a certain  time  after,  the  specific  gravity  of  the  blood  being 
increased,  while  that  of  the  plasma  remains  unaltered.  He  believes  that 
the  exuded  plasma  to  a great  extent  lies  free  in  the  peritoneal  cavity, 
influencing  thus  the  bacteriacidal  properties  of  the  peritoneum,  and  also 
lessening  its  absorptive  powers.  Saline  solutions  are  rapidly  absorbed 
through  the  peritoneum  into  the  circulation,  and  the  well-known  fact  of  the 
relief  of  post-operative  thirst  in  cases  in  which  irrigation  has  been  used  is  thus 
explained.  Shock  is  lessened,  the  pulse  is  improved,  and  the  tongue  remains 
moist  and  clean.  Septic  material  is  removed  with  its  culture  bacteria. 


Fig.  530.— Aspirating  Sucker. 


With  these  views  of  Ambler  I quite  agree.  The  improvement  of  the  pulse 
and  countenance  after  free  saline  irrigation  in  cases  of  prolonged  operation  is 
generally  marked.  Also,  I quite  concur  in  his  advocacy  of  mopping  out 
the  abdominal  and  pelvic  cavities  with  moist  sterilized  dabs  or  sponges  in 
septic  peritonitis  rather  than  the  use  of  any  irrigating  fluid.  The  intestines 
are  turned  out  of  the  abdomen  or  are  walled  off  by  protectors,  and  effective 
mopping  and  cleansing  is  done  with  dabs  moistened  with  very  weak  formalin 

solution  (1  in  5000). 

If  the  abdominal  cavity  be  closed  and  saline  irrigation  be  thought  desirable, 
it  can  be  carried  out  through  the  rectum.  It  has  the  effect  of  anticipating 
the  feeling  of  thirst  so  often  complained  of  after  abdominal  operations. 

The  abdominal  toilet  is  completed  in  the  manner  before  described, 
the  omentum  is  carefully  replaced,  the  peritoneum  closed  by  tine 
silk  or  catgut,  then  the  muscle  and  fascia  with  stronger  gut,  and 
finally  the  skin  with  celloidinzwirn,all  three  being  continuous  sutures. 
Only  under  very  exceptional  circumstances,  which  have  been  already 
alluded  to,  is  drainage  required.  Some  prefer  silk  for  the  peritoneum, 
catgut  or  silkworm-gut  for  the  fascia,  and  silkworm-gut  for  the 
skin.  Others  use  interrupted  sutures. 
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Unfavourable  Cases  and  Conditions. 


Fritsch  makes  some  valuable  observations  on  the  course  of  unfa- 
vourable cases.  He  lays  special  stress  on  the  influence  in  laparotomy 
through  exposure  of  the  intestines,  on  the  functions  of  the  perito- 
neum through  the  contact  with  the  air,  and  the  altered  pressure, 
also  on  the  results  of  rough  and  improper  handling,  as  well  as  the 
accidental  entrance  of  cocci  from  the  intestines.  Prolonged  anaes- 
thesia, through  alteration  of  the  chemical  quality  of  the  blood,  and  the 
effects  on  the  heart  and  circulation,  tends  to  influence  the  general  and 
local  power  of  vital  resistance,  and  the  consequent  occurrence  of  sepsis. 

Myotomy  is  more  fatal  than  ovariotomy,  because  it  takes  longer  to  perform  ; 
and  with  every  one  the  results  become  better  as  he  learns  to  operate  better. 

Ihe  course  in  unfavourable  cases  is  the  following:  The  patient  awakes 
after  the  operation  already  distressed  ; the  breathing  is  rather  laboured ; the 
bandage  pressing  heavily;  otherwise  the  binding  is  well  borne.  The  cha- 
racteristic symptom  is  the  cardiac  weakness,  the  quick,  feeble  abdominal 
pulse  that  is  always  pathognomonic.  The  abdomen  is  distended,  the 
countenance  pale ; there  is  thirst,  and  vomiting  is  frequent ; the  tempera- 
ture is  normal ; tympanites  increases,  and  the  pulse  becomes  worse.  These 
are  the  symptoms  of  ileus  ; but  there  is  no  ileus,  nothing  of  obstruction.  They 
are  peritonitic  symptoms ; but  there  is  no  purulent  peritonitis.  There  is  no 
sepsis ; there  could  be  no  sepsis  without  fever.  The  distressing  symptoms  with 
suitable  treatment  disappear.  Otherwise  on  the  third  day  or  evening  there  is 
some  fever,  and  this  increases  adjinem  vitas.  Care  in  not  operating°on  cases 
with  weakened  heart  or  in  which  are  conditions  of  thrombosis,  and  perfect 
technique  as  well  as  avoidance  of  loss  of  time,  are  the  important  points.’ 


Ovariotomy  by  Vaginal  Coeliotomy. 

In  1898,  I first  saw  Schauta  remove  by  vaginal  coeliotomy  a large-sized 
ovarian  cyst.  The  anterior  incision  was  made,  the  peritoneum  opened,  and 
the  cyst  pressed  into  it.  It  was  then  tapped  and  emptied,  its  walls  seized, 
and  the  cyst  with  its  pedicle  drawn  through  into  the  vagina.  The  cyst  was 
then  removed  after  ligature  of  its  pedicle,  which  was  returned  ; the  peritoneum 
and  vaginal  wall  were  then  carefully  sutured.  Schauta  has  also  operated  in 
this  manner  on  multilocular  cysts  by  emptying  successively  the  cavities  also 
on  broad  ligament  cysts,  ligaturing  the  large  vessels,  emptying  the  cyst’  and 
shelling  it  out.  In  cases  where  the  peritoneum  has  become  soiled  by  cyst 
contents,  as  in  the  case  of  dermoids,  an  iodoform  drain  is  used  He  limits 
this  method  of  ovariotomy  by  the  vaginal  route  to  movable  cysts  without 
adhesions,  and  those  which  are  not  intra-ligamentary . The  greatest  care  is 
necessary  in  diagnosis.  Taking  into  consideration  the  risks  of  complications 
which  could  not  have  been  foreseen  ; the  deceptive  nature  of  some  anna 
rently  unilocular  cysts;  the  difficulty  of  delivery  of  the  cyst  or  cysts  in 
consequence,  the  possible  failure  in  its  delivery  by  the  vagina,  there  can  be 
no  question  that  the  abdominal  route,  in  the  great  majority  of  cases  is  the 
safer  and  most  simple  for  the  surgeon  to  adopt. 
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AFFECTIONS  OF  THE  VULVA. 


Atresia 

Hermaphroditism . 

Hypertrophy  of  the  nyrnphe  and 
clitoris. 

Hyperesthesia  (generally  asso- 
ciated with  vaginismus). 
Erythema. 

Erysipelas. 

Eczema. 

Herpes. 

Pediculi. 

Pruritus. 

Lichen  (extremely  rare). 

Lupus. 

Tuberculosis. 

Oozing  papilloma. 

Kodent  ulcer. 

Epithelioma. 

Medullary  cancer. 

Melanosis. 

Elephantiasis. 

Syphilis  : 

Primary 

Secondary  syphilides. 
Condylomata. 


Vulvitis  : 

Simple. 

Purulent. 

Phlegmonoid. 

Specific. 

Pollicular. 

Phlegmonoid  inflammation  of  the 

o 

labia  majora. 

Abscess. 

Gangrene  (noma). 

Vegetations. 

Cysts. 

V arix. 

Hsematoma. 

Pudendal  hemorrhage. 

Tumours  : 

Elephantiasis. 

Neuroma. 

Sebaceous. 

Fibromyoma. 

Lipomas. 

Sarcoma. 

Cystic. 

Hernia  (of  ovary). 

Hernia  (of  intestine). 
Hydrocele. 


These  are  all  the  more  important  affections  of  the  ^ ul\  a.  I shall 
deal  briefly  with  those  that  most  commonly  come  under  the  observa- 

U Atee^T STvX  congenital  or  Acqurred.-Congemtal  mal- 
formation of  the  vulva  may  accompany  hypospadias  a. 
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anomalies  of  the  genital  organs.  The  vulva  may  (very  rarely)  be 
entirely  absent,  or  permanently  retain  its  infantile  form.  The  labia 
majora  or  the  nymphse  may  be  adherent,  and,  occasionally,  the 
former  are  so  united  posteriorly  as  to  present  the  appearance  of  an 
enlarged  perineum.  The  vulvar  orifice  is  sometimes  closed  from  the 
same  causes  that  produce  atresia  of  the  vagina. 


Malformations — Hermaphrodism. 

In  regard  to  various  malformations  seen  in  the  adult  female, 
some  developmental  processes  in  the  foetus  are  worthy  of  notice. 
Arrest  of  development  of  the  genital  tubercle,  or  its  division,  is 
associated  with  absence  of  the  vulva  or  atresia  of  the  vagina,  while 
other  deviations  in  the  completion  of  the  urethra,  vagina,  and  anus, 
through  the  partitioning  of  the  foetal  cloaca,  lead  to  the  various 
abnormalities  found  in  the  vulva,  urethral  orifice,  and  clitoris, 
resulting  either  in  hypertrophy  of  the  lips  or  closure  of  the  orifices’ 
both  of  the  vulva  and  urethral  meatus.  In  other  cases,  owing  to 
similar  arrest  of  development,  the  bladder,  vagina,  and  rectum 

may  open  into  a cloaca  common  to  all  three,  or  hypospadias  may  be 
the  consequence. 

In  one  form,  while  the  clitoris  is  hypertrophied  there  is  a long 
vestibular  canal  into  which  the  vagina  opens;  in  the  other,  the 
allantois  is  entirely  converted  into  the  bladder,  the  urethra  is  absent, 

and  the  former  viscus  opens  directly  into  the  vestibule.  Here  the 
perineal  body  is  present. 

Hermaphroditism.— Neugebaur  adopts  Klebs  classification  •— * 

Pseudo-hermaphrodism:  (1)  Masculine  (androgynoid)  occurring  in 
the  male ; (2)  Feminine  (gynandroid)  in  the  female. 

And  of  each  of  these  there  are  three  varieties : (a)  Internal  * 
(b)  External ; (c)  Complete. 


I Feminine  Pseudo-hermaphrodism.— Varieties : ( a ) Internal : External 
gem  a organs  feminine ; simultaneous  development  of  the  ducts  of  Wolff  and 
those  of  Muller  but  to  different  degrees.  (/,)  External:  External  genital 
organs  apparently  masculine ; adherent  labia  majora  resembling  a scrotum, 
ypertrophied  clitoris  resembling  a penis  with  hypospadias,  viz.  perforated 
by  the  urethra,  and  like  a normal  penis;  Ectopia  of  the  ovaries  in  the  labia 
simulating  testicles  in  a scrotum  ; internal  genital  organs  feminine,  (c)  Com- 
p ete : External  genital  organs  approaching  the  masculine  type,  internal  genital 

* For  this  summary  of  certain^miS^^^  relating  to  the  occur- 

rence, of  hermaphrodism,  I am  mainly  indebted  to  Neugebaur  and  the  article  in 

T A°m£  ,®ee.  contabution  on  ‘ Hermaphrodism  in  the  Daily  Practice 
<f  -Medicine,  by  Dr.  Med  Franz  von  Neugebaur,  lint.  Gyn.  Jour.,  1903. 
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organs  feminine , more  or  less  developed,  with  simultaneous  development  of 
Wolffian  ducts  to  a certain  degree. 

II.  Masculine  Hermaphrodism. — Varieties  : {a)  Internal : External  genital 

organs  masculine,  with  masculine  internal  sexual  organs ; more  or  less 
development  of  Muller’s  ducts  (uterus,  oviducts,  vagina,  broad  and  round 
ligaments),  (b)  External : External  genital  organs  feminine  in  appearance, 
in  consequence  of  penoscrotal  hypospadias,  with  or  without  cryptorchism  ; 
internal  genital  organs  masculine,  (c)  Complete : External  genital  organs 
feminine  in  appearance  ; internal  genital  organs  masculine , more  or  less 
developed,  with  simultaneous  development  of  Muller’s  ducts. 

Simulation. — Penoscrotal  hypospadias  with  cryptorchism  and  the  develop- 
ment of  a more  or  less  rudimentary  vagina  simulates  the  presence  of  a vulva  ; 
hypertrophy  of  the  clitoris  simulates  hypospadias  of  a penis;  labial  ectopia  of 
the  ovaries,  the  testicles;  adherence^ of  the  labia  majora,  the  scrotum;  non- 
adherent labia,  a divided  scrotum. 

A description  of  various  forms  of  pseudo-hermaphrodism  is 
rendered  clearer  by  a classification  of  the  reproductive  organs 
according  to  the  embryological  structures  from  which  they  are 
developed,  as  follows  : — 

(a)  Glandular,  derived  from  the  germinal  ridge,  and  consisting  of 
the  testis  in  the  male,  and  the  ovary  in  the  female. 

(b)  Intermediate,  situated  between  the  glandular  and  the  ex- 
ternal organs,  and  derived  from  the  Wolffian  duct  and  body  in  the 
male,  and  from  the  IMullerian  duct  in  the  female. 

(c)  External,  which  are  developed  from  the  uro-genital  sinus. 

The  nature  of  the  glandular  organs  exclusively  determines  the 

sex  of  the  individual.  The  possessor  of  testes  is  male,  and  of 
ovaries  female,  irrespective  of  the  nature  of  the  intermediate  or 
external  organs.  True  hermaphrodism  would  therefore  imply  the 
presence,  in  the  same  individual,  of  testes  and  ovaries,  or  of  a 

testicle  on  one  side,  and  an  ovary  on  the  other. 

Neugebaur  assumes  that  theoretically  we  must  admit  the  possi- 
bility of  the  foetus  with  two  testicles  and  two  ovaries,  or  two 
testicles  and  one  ovary,  or  one  testicle  and  ovary,  in  which  case  we 
should  have  true  hermaphrodism.  Yet  not  one  single  case  has 
been  put  forward  which  has  stood  the  test  of  critical  microscopical 
examination,  nor  has  any  instance  ever  been  recorded  of  the  same 
individual  having  been  capable  of  coition  as  a male  and  having 
become  pregnant. 

In  a few  instances,  however,  testicular  and  ovarian  tissues  have 
been  detected  microscopically  in  the  same  genital  gland,  which, 
therefore,  constituted  an  ovo-testis.  At  other  times  the  microscope 
fails  to  assist  in  revealing  the  sex,  the  glands  being  so  lll-deveioped, 
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that,  on  histological  examination,  nothing  but  fibrous  tissue  and 
bloodvessels  are  discovered ; but  abnormal  histological  features  are 
not  generally  of  such  practical  importance  in  a case  of  pseudo- 
hermaphrodism  as  the  possibility  of  an  ill-developed  testicle  resem- 
bling an  ovary  on  palpation,  or  of  the  gland  in  question  occupying 
an  anomalous  position.  Both  ovaries  and  testicles  are  originally 
situated  at  a distance  from  the  site  which  they  are  destined  to 
occupy  in  the  adult,  and  in  its  descent  an  ovary  may  follow  the 
course  normally  taken  by  the  testicle,  and  occupy  the  inguinal 
canal— a rare  condition,— or  pass  on  into  the  labium  majus,  while 
a testicle  may  be  arrested  in  or  before  it  reaches  the  canal. 

Intermediate  Organs.— At  an  early  stage  of  development,  on 
each  side  of  the  middle  line,  there  are  two  tubes,  the  Wolffian  and 
Mullerian  ducts,  which  run  from  before  backwards  in  close  apposi- 
tion for  the  greater  part  of  their  course.  Each  Wolffian  duct  in 
the  male  becomes  the  tube  of  the  epididymis,  vas  deferens  and 
ejaculatory  duct  on  the  same  side.  In  the  female  it  atrophies. 

he  Mullerian  ducts  coalesce  at  the  posterior  ends.  The  single 
tube  resulting,  develops  in  the  female  into  the  uterus  and  vagina, 
while  the  free  ends  become  the  Fallopian  tubes.  In  the  male 
atrophy  of  these  ducts  takes  place.  Thus  in  either  sex  the  more 
readily  detectable  internal  organs  peculiar  to  it  are  developed  from 
a pair  of  ducts  which  in  the  other  sex  atrophies,  though  they  never 
wholly  disappear,  the  vestigial  remains  being  present  even'  in  the 
adult  The  two  sets  of  ducts  occasionally  undergo  simultaneous 
though  unequal  development,  and,  as  a consequence,  heterologous 
in  ernal  sexual  organs  are  present.  Such  a condition  is  one  of 
internal  pseudo-hermaphrodism.  The  partial  or  complete  develop- 
men  of  these  heterologous  organs,  e.g.  the  vagina  and  uterus  in  the 
male  is  frequently  associated  with  deficient  development  of  those 
which  are  naturally  present.  The  structures  derived  from  the 

o an  body  are  not,  in  this  particular  connection,  of  sufficient 
practical  importance  to  call  for  special  notice. 

External  Organs.- At  the  end  of  the  third  month  of  fetal  life 
ho  urogenital  aperture  in  both  sexes  consists  of  a narrow  openiim 
continued  forwards  as  a furrow  (urogenital  furrow)  into  an  intern- 
mentary  projection,  the  sexual  eminence,  situated  in  front  of  it,  and 

c in'  ti  Tt1  ^ r ^ f °f  lntegument-  genital  eminence 
constitutes  the  rudiment  of  the  penis  and  clitoris.  I„  the  male  it 

enlarges  to  form  the  penis,  and  the  lips  of  the  groove  on  its  under 

surface  unite,  thus  forming  the  greater  portion  of  the  male  urethra. 

3 F 
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In  the  female  the  eminence  remains  small,  the  groove  on  its  under 
surface  becomes  shallow,  while  its  lips  do  not  unite,  but  extend 
backwards,  and  become  elongated,  to  form  the  nymph*  The  bps 
of  the  deep  fold  of  integument  encircling  the  sexual  eminence 
become  the  labia  majora  and  mons  veneris  in  the  female,  but  unite 
in  the  male  as  the  scrotum.  Lastly,  the  erectile  tissue  which 
occupies  the  lateral  wall  of  the  urogenital  sinus,  forms  the  bulbi 
vestibuli  in  the  female,  but  becomes  united  in  the  male  m the 

corpus  spongiosum. 

Thus  the  external  genital  organs,  unlike  the  intermediate,  aie 
derived  from  the  same  structures  in  both  sexes,  and  the  co-existence 
of  those  peculiar  to  the  male  and  female  is  impossible.  The  clitoris 
may  however,  be  so  developed  as  to  resemble  a penis  closely,  and, 
in  the  female,  union  may  take  place  between  any  of  the.  structures 
on  either  side,  which  normally  unite  in  the  male,  giving  rise  o 
almost  every  variety  of  external  genitals  intermediate  between 
those  typical  of  either  sex.  More  frequently  a reverse  process  m 
the  male  gives  rise  to  intermediate  forms,  and  typical  female 

genitals  may  be  present.  . ,1 

' External  pseudo-hermaphrodism  implies  the  “ 

male  or  female  of  one  of  these  anomalous  conditions  ; an l comp  e te 
pseudo-hermaphrodism,  that  there  is  hermaphrodism  of  the  mte  . 
as  well  as  the  external  organs. 

XVuo-ebiur  regards  the  principal  role  in  the  etiology  of  hermaphrodism 
durinAl  e developmental  process  as  taken  by  the  anatomical  disposition  of 
d.  • _ :nvoivino-  the  supply  of  blood  to  the  genital  organs,  which  lie 

r6'  So  three  sets  in  the  mafe  and  female,  eacli  set  having  its  own  specia 
S2X  on  tlm  integrity  of  which  its  development  may  he  either  normal 

or  retarded  _™  appears  to  he  sufficient  evidence  to  prove  that 

tl  ^factor  of”  heredity  must  he  taken  into  consideration  in  the  etiology  of  the 

formation  several  instances  having  been  recorded  in  which  atavism  could 
he  disUnctlv’  traced  as  a predisposing  factor,  possibly  through  a psychic 
influence  on  the  part  of  the  mother. 

Secondary  Sexual  Characteristics.— By  these  are  meant  t ie 
distinctive  traits  which  appear  in  either  sex  at  puberty,  and  inclu  e 
the  general  configuration  and  development,  the  appearance  of  t ie 
mammae  the  disposition  of  the  subcutaneous  adipose  tissue  and  its 
“"’the  development  and  disposition  of  hair  on  the  face  and 
rr  the  hape  ami  size  of  the  larynx,  and  the  pitch  of  the  voice ; 
I’"  7 ;he  sexual  desires.  Any  of  these  characteristics  may  be 
appropiate  to  the  sex,  or  homologous  with  the  sexual  glands,  and, 
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on  the  other  hand,  they  may  be  those  of  the  opposite  sex  or 
heterologous. 

Diagnosis.  Lefore  puberty,  if  the  question  of  sex  arises,  it  is 

owing  to  the  presence  of  abnormal  external  genitals.  If  the  testes 

and  their  adnexa  can  be  detected,  or  a fairly  developed  uterus  and 

vagina  is  present,  an  opinion  may  be  expressed,  with  certainty  in 

the  former  case.  Under  other  circumstances  it  is  wiser  not  to 

hazard  an  opinion,  but  to  await  puberty,  when  the  sex  will  probably 
declare  itself. 

In  a newly  born  infant  an  internal  examination  is  not  possible. 


Fig.  531. — Pseudo  - hermaphro- 
DISM,  WITH  PERINEO-SCROTAL 

Hypospadias. 

g,  glans ; mu,  meatus  urin. ; pi , 
lab.  min.;  vo,  vulvar  orifice; 
hy,  hymen  ; /,  fourchette. 


Tig.  5. >2.  Pseudo-iiermafiirodism,  with 
Perineo-scrotal  Hypospadias.  (Zweifel.) 

B,  bladder;  T,  testicle;  P',  symphysis; 
P,  penis  (hypospadic) ; pv,  prostatic  ve- 
sicle and  pseudo-vagina ; P,  rectum 
(Pozzi.) 


After  puberty  the  question  is  raised  by  the  appearance,  or  non- 
appearance,  of  menstruation,  or  because  of  seminal  emissions  in  a 
supposed  female;  or,  on  account  of  dyspareunia,  sterility,  deformity 
or  the  general  appearance  of  the  individual.  I„  such  a case  rectal 
or  vaginal  examination  may  disclose  the  presence  of  a prostate  or 
uterus;  but  the  diagnosis  depends  ultimately  upon  the  detection  of 
the  testes  or  ovaries,  or  of  semen  or  menstruation.  In  a few  in 
stances  the  prostate  gland  has  been  found  in  the  female,  and 

periodic  genital  haemorrhages  have  been  recorded  as  occurring  in 
male  pseudo  hermaphrodites. 
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Bearing  on  this,  the  following  case  of  Martin  is  of  interest 
Testicles  in  Inguinal  Canal  of  Hermaphrodite.— Christopher  Martin  (Bir- 
mingham) removed  a testicle  from  the  inguinal  canal  of  a pseudo-hermaphro- 
dite. The  patient  was  twenty  years  of  age,  had  been  brought  up  as  a girl  and 
earned  her  living  as  a nurse.  She  had  never  menstruated.  She  had  been 
operated  on  by  another  surgeon  for  a right  inguinal  hernia,  radical  cure  being 
performed.  At  this  operation  a solid  oval  body,  supposed  to  be  an  ovary, 
was  found  in  the  sac,  and  returned  into  the  peritoneal  cavity.  Later  on  an 
inguinal  swelling  had  formed  on  the  left  side.  Neither  her  features  nor  her 
voice  were  masculine.  There  was  no  development  of  beard  or  moustache. 
The  breasts  were  flat  and  poorly  developed.  The  figure  was  slim,  but  more 
suggestive  of  the  female  than  the  male  sex.  There  was  a distinct  mens 
veneris,  but  an  entire  absence  of  hair  on  the  genitals.  The  scar  of  the  previous 
operation  was  visible  on  the  right  side,  but  there  was  no  hernial  protrusion 
In  the  left  inguinal  region  was  a small  oval  swelling,  tender  to  the  touch  and 
producing  a sickening  sensation  on  pressure.  It  was  solid,  could  not  be 
reduced  into  the  abdomen,  and  was  situated  immediately  over  the  external 
abdominal  ring.  There  was  no  impulse  on  coughing.  The  external  genitals 
exactly  resembled  those  of  a nulliparous  female.  The  labia  majora  and 
minora  were  normally  developed.  The  clitoris  was  of  the  natural  size  ; A was 
not  grooved,  and  did  not  resemble  a penis.  On  separating  the  labia  the 
urethra  was  seen  opening  in  the  middle  of  a normal  female  vestibule  Tim 
vamna  however,  was  only  represented  by  a short  blind  cul-de-sac , 
quarters  of  an  inch  deep,  admitting  only  the  first  joint  of  the  forefinger  No 
Tee  of  a cervix  or  uterus  could  be  felt.  The  urethral  canal  was  about  one 
l n Polf  inches  Ion0-  and  was  not  surrounded  by  anything  lesembling  a 

rectum  no  solid  body  like  a uterus  could  be  discovered  intervening. 

At  operation  a serous  sac  was  laid  open  enclosing  an  oval  solid  body 
ibnnt  one  inch  long.  This,  on  closer  examination,  proved  to  be.  a testicle, 
nndtlie  sac  the  tunica  vaginalis  testis.  The  gubernaculum  testis  was  well 
marked  and  passed  into  the  tissues  of  the  left  labium  majus.  The  testicle  was 
feed  tom  its  surroundings,  the  cord  isolated,  ligatured  and  divided,  and  he 
or-an  removed.  The  peritoneal  cavity  was  opened  at  the  upper  end  of  the 

111  canal  the  forefinger  introduced,  and  the  pelvis  explored.  No  race  of 
SJ  could  be  felt,  but  the  vas  deferens  could  be  made  out-when  the  cord 
was  dragged  on— as  a tense  band  coursing  backwards  dowiiwauls  and 
imvards  by  the  side  of  the  bladder.  The  gland  on  the  other  side  could  not 

beittp  removed  organ  had  a well-marked  tunica  vaginalis  testis.  The 
epididymis  arched  around  the  posterior  border  of  the  gland  and  the  globus 
major  the  globus  minor,  and  the  digital  fossa  were  normally  developed. 

On  ’section,  the  secreting  tissue  was  enveloped  in  a tunica  albuginea.  i 
r Allan  made  a series  of  microscopic  sections  of  the  gland,  which  proved 
t unmSaUy  to  be  a testicle.  The  seminal  tubules  were  shown  m various 
stageTof  development,  and  in  a few  tubules  imperfect  spermatozoa  were  dis- 

‘ "Sartivgnine  months  subsequently,  removed  from  the  right  groin  of  the  same 
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various  benign  or  malignant  new  growths  in  the  genitalia,  bladder? 
or  rectum. 

Treatment. — As  to  the  course  which  should  be  adopted,  when 
the  sex  is  doubtful,  in  bringing  up  the  child,  it  is  generally 
accepted  as  correct  to  treat  the  child  as  a boy,  inasmuch  as  in 
the  great  majority  of  cases  it  is  a male.  Lawson  Tait  recom- 
mended that  it  should  be  treated  as  a girl,  under  which  cir- 
cumstances it  would  be  subjected  to  much  less  unpleasantness  on 
account  of  its  deformity.  There  are  two  conditions  in  which  opera- 
tive piocedures  are  usually  advisable : in  the  female,  when  connection 
is  impossible  and  may  be  rendered  possible  ) and  when  it  is  possible 
to  restore  the  penis  and  scrotum  of  a penoscrotal  hypospadiac,  so  as 
to  enable  him  to  micturate  in  the  usual  manner,  a point  emphasized 
by  Neugebaur,  and  to  facilitate  connection.  In  a few  instances  a 
diagnostic  operation  has  been  performed. 

The  Clitoris. 

The  clitoris  has  been  attacked  by  elephantiasis,  fibroma,  sarcoma, 
carcinoma,  and  cystic  degeneration.  It  may  be  congenitally  de- 
formed or  overlapped  and  concealed.  The  glands  may  be  adherent 
to  the  prepuce,  and  occasionally  is  the  seat  of  a concretion  : or  the 
prepuce  may  be  enlarged,  and  the  entire  organ  hypertrophied. 

Kelly  insists  on  the  necessity  for  examining  the  clitoris  in  all 
cases  where  there  is  any  tendency  to  handle  or  rub  the  genitals, 
especially  m children.  In  Fig.  534,  in  which  there  was  congenital 
malformation  of  the  vulva  and  partial  atresia  of  the  vagina,  the 
small,  partially  covered  clitoris  is  seen. 

Absence  of  the  Internal  Genitalia — Formation  of  a Vagina. 

A child  of  three  years  of  age  was  brought  to  me  for  atresia  of 
the  vagina.  The  state  of  the  parts  is  shown  in  Fig.  534.  The 
entrance  to  the  vagina  was  completely  closed.  A small  orifice  led 
to  a normal  urethra.  The  outlet  was  closed  completely  by  integu- 
ment. On  incising  this,  to  a depth  of  about  a quarter  of  an  inch, 

I came  on  a rudimentary  vaginal  canal,  which  was  large  enough  to 
admit  the  little  finger,  and  at  its  upper  end  was  a small  nodule 
which  represented  the  cervix  uteri.  Examining  through  the  rectum 
or  the  uterus,  himanually,  and  with  a dilator  in  the  bladder  I 
could  feel  an  imperfectly  developed  uterus,  about  three-quarters  of 
an  inch  m length  and  a centimetre  in  width,  but  there  was  no 
vestige  of  adnexa  at  either  side.  This  was  verified  by  a most 
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careful  examination.  I enlarged  the  vaginal  opening  by  a backward 
incision,  and  freed  the  lower  portion  of  the  mucous  membrane  of 


Fig.  534.— Congenital  Malformation  of  the  Vulva,  Partial  Atresia  of 
the  Vagina  with  Abnormal  Uterus,  and  Absence  of  the  Ovaries  and 
Tubes  in  a Child  of  Three  Years  of  Age.  (Author.) 

the  small  vaginal  canal,  bringing  it  down  and  fixing  it  at  the 
outlet.  The  cosmetic  effect  was  all  that  could  be  desired. 

Carcinoma  of  the  Clitoris.— B.  J.  Orkqvist*  from  an  analysis  of 
sixty-seven  cases  of  carcinoma  of  the  clitoris,  rejects  the  view  that 
masturbation  is  as  common  a cause  of  carcinoma  of  the  clitoris 
as  has  been  supposed,  inasmuch  as  70  per  cent,  of  the  cases  have 
been  over  fifty  years  of  age.  Syphilis  is  a more  likely  cause,  though 
irritation,  the  result  of  pruritus,  may  also  have  predisposing  effects. 
Aledullary  carcinoma  is  extremely  rare,  only  one  case  having  been 
reported.  Scirrhus  is  also  rare,  the  growth  being  generally  a 
squamous  cell  carcinoma. 

Charles  Noble  has  recorded  a case  of  epithelioma  of  the  clitoris. 
The  tumour  was  half  an  inch  in  breadth,  depth,  and  thickness, 
with  prolongations  into  the  right  labium  majus,  while  the  skin  of 
both  labia  was  unhealthy  and  cedematous,  having  a macerated 
surface,  which  was  nodular  and  covered  with  thickened  and  whitish 
epithelium.  There  was  no  enlargement  of  the  inguinal  glands.  He 
removed  a portion  of  the  mons  veneris,  the  upper  portions  of  both 
labia  majora,  the  vestibule,  with  the  subcutaneous  fat  and  fascia, 

* Festschrift,  gwidmet  Engsirom , Berlin,  1903. 
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and  some  lymphatics  from  each  groin.  The  inguinal  glands  were 
not  involved.* 


Fig.  535.— Epithelioma  of  the  Clitoris.  (C.  Noble.) 

*lbroma.  of  the  Clitoris.— A patient  came  to  me  for  severe  vaginismus  and 
difficulty  m coitus.  On  examination  I discovered  springing  from  a hyper- 
trophied clitoris  a pear-shaped,  fibromatous  mass,  which  the. patient  stated 
ad  been  there  for  years,  but  had  of  late  grown  larger.  I removed  this  with 

t le  galvanic  ecraseur,  and  with  subsequent  dilatation  she  was  rapidly  cured 
it  was  a pure  fibroma. 


Cutaneous  Affections. 

It  is  not  possible  m a work  of  this  nature  to  attempt  more  than 
a brief  description  of  some  of  the  more  commonly  occurring 
cutaneous  affections  of  the  vulva.  Cutaneous  diseases  attacking 
this  part  must  be  regarded  as  much  within  the  province  of  the 
gynaecologist  as  the  dermatologist.  Local  peculiarities  being  remem- 
bered, they  must  be  treated  on  general  principles  and  by  the  local 
measures  we  adopt  for  dealing  with  similar  skin  affections  elsewhere. 

In  the  external  genitalia  we  have  to  treat  cutaneous  affections  of 

Jmr'  0hsleL’  and  ‘ Disoasca  of  Women  and  Children,’  vol.  xlvi.,  No.  2 

1-dUZi 
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which  the  clinical  characteristics  are  materially  influenced  by  the 
local  anatomical  and  physiological  peculiarities  of  this  part. 

Certain  general  principles  must  be  observed. 

1.  Attention  to  any  predisposing  constitutional  condition,  as,  for  example, 
hysteria,  gout,  struma,  diabetes,  or  scorbutic  tendency.  Disorders  of  the 
urinary  organs — cystitis,  phosphates  and  uric  acid  in  the  urine — predispose 
to  vulvar  inflammation,  as  they  do  to  vaginitis  (see  Vaginitis).  A history  of 
syphilis  must  be  inquired  into  if  the  appearances  indicate  any  specific  taint. 

2.  Scrupulous  cleanliness.  Medicated  baths,  as  those  of  starch  and  soda, 
should  be  used,  after  which  special  lotions  or  unguents  may  be  applied. 

3.  Any  uterine,  vaginal,  or  urethral  affection,  which,  by  an  irritating  dis- 
charge or  otherwise,  may  cause  or  aggravate  the  skin  affection  should  be  cured. 

Hypersesthesia. — Gaillard  Thomas  has  drawn  special  attention  to 
this  painful  condition.  We  constantly  see  patients  in  whom  we 
cannot  detect  the  least  abrasion,  vegetation,  or  irritable  caruncle, 
and  yet  the  introduction  of  the  finger  between  the  labia  causes 
exquisite  pain.  Hypermsthesia  may  attend  on  irritable  urethral 
caruncle,  painful  vegetations,  or  the  red  patches  described  by 
Lawson  Tait,  and  is  occasionally  met  with  where  we  have  other 
manifestations  of  hysteria.  It  is  the  morbid  condition  most  fre- 
quently associated  with  vaginismus.  The  treatment  first  outlined  by 
Gaillard  Thomas  is  that  which  I have  found  of  the  greatest  service. 
This  consists  in : 1 . Attention  to  the  general  health  by  restoratives 
and  tonics.  2.  The  application  of  local  sedatives  and  astringents, 
such  as  belladonna,  opium,  or  chloroform ; painting  the  dry  part 
with  cocaine  solution  (10  per  cent.) ; bismuth,  iodoform,  tannin, 
oxide  of  zinc,  ichthyol,  in  the  form  of  ointment ; brushing  the 
surface  with  weak  nitrate  of  silver  solution.*  There  must  be 
complete  rest  from  coitus. 

Eczema  of  the  vulva  in  women  and  young  children  is  often 
associated  with  a similar  state  of  the  anus  and  gluteal  region  by 
extension.  It  is  occasionally  an  evidence  of  a general  debilitated 
condition  due  to  some  blood  dyscrasia,  occurring  in  lymphatic 
temperaments,  or  strumous  constitutions ; but  it  is  more  often  due 
to  local  irritative  discharges,  or  perhaps  pediculi.  The  eruption  is 
often  of  the  impetiginous  character ; the  part  is  hot,  tender,  and 
smarting.  Pustules,  vesicles,  scabs,  and  excoriation  of  the  skin  and 
mucous  membrane  follow. 

Such  a case  I bad  recently — the  excoriation  extended  from  the  sacrum 
behind  to  the  umbilicus  in  front.  It  was  the  most  extensive  I have  seen. 
The  patient  was  ultimately  completely  cured  by  curettage  of  the  uterus ; 

* See  Treatment  of  Vaginismus. 


Fig.  535a. — Carcinoma  of  the  Vulva.  (Noble.) 

This  began  as  a small  sore  about  the  vestibule,  which  was  ultimately  involved  by 
the  formation  of  a corroding  ulcer,  extending  to  the  urethra  and  the  vaginal 
oiitice.  The  entire  vulva  was  congested.  Noble  ablated  the  involved  parts 
and  sutuied  the  skin  external  to  the  labia  majora  down  to  the  urethra,  and 
approximated  it  to  the  vaginal  mucous  membrane.  Two  years  after  the 
operation  there  was  no  recurrence.* 


* Airier.  Jour.  Obstet .,  vol.  xlii.,  1900. 
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Fig.  535b.— Diffuse  Papillary  Epithelioma  of  the  Clitoris— Ospedale 

Maggiore  di  Milano.  (Mangiagalli.) 
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attention  to  the  acid  urine ; the  administration  of  ichthyol  with  arsenic,  and 
local  packing  with  oil  and  ichthyol  cream  ; Erasmus  Wilson’s  calamine  and 
zinc  lotion  with  salicylic  acid,  and  the  application  finally  of  nitrate  of  silver 
solution,  20  grs.  ad  to  the  raw  and  fissured  surfaces.  (See  Treatment  of 
Pruritus.) 

Eczema  of  a parasitic  origin  is  specially  worthy  of  remembrance 
in  the  case  of  the  vulva,  which  partakes  so  largely  of  the  conditions 
favouring  parasitic  growth.  In  fact,  Eichoff  prefers  the  name 
‘ dermatitis  parasitaria  ’ to  eczema,  under  such  circumstances,  or  to 
Unna’s  ‘ eczema  seborrhoeicum.’ 

Treatment. — Any  constitutional  fault  has  to  be  carefully  attended 
to  and  corrected.  The  muslin  dressing  ointments  of  Unna  are 
admirable  applications  in  such  eczematous  and  other  morbid  vulvar 
states.  These  can  be  doubled  so  as  to  expose  a surface  of  ointment 
to  each  labium,  and  retained  thus  in  the  vulva.  They  may  be 
had  of 


Lead, 

Carbolic  acid, 

Ichthyol, 

Oxide  of  zinc, 

Oxide  of  zinc  and  salicylic  acid, 
Oxide  of  zinc  and  thymol, 
Thymol, 

Boric  acid, 

Europhen, 

Iodoform, 

lodol, 


Arsenic, 

Belladonna, 

Chloral, 

Camphor, 

Creosote, 

and 

Mercuric  perchloride, 


Chrysophanic  acid, 
Resorcin, 


For  use  in  the 
chronic  stages 
of  the  disease. 


Mercury. 

Nitrate  of  silver  solution. 


Some  of  the  washes  enumerated  in  the  treatment  of  vaginitis 
will  be  found  most  useful,  especially  those  of  zinc  and  calamine, 
subacetate  of  lead,  thymol,  and  sulpho-carbolate  of  zinc.  It  is  in 
cases  of  eczema  and  pruritus  that  alkaline  bathing  and  the  correc- 
tion of  all  acrid  vaginal  discharges  are  of  such  importance.  The 
liquor  carbonis  detergens  lotion  should  be  tried  in  the  drier  forms. 


Lassar’s  Paste — * 

R.  Acidi  salicylici 
Zinci  oxidi,  1 
P.  amyli  i 
Yaselini,  5ss. 


, grs.  x. 
aa  511. 


Ihle’s  Paste — 

Resorcini,  grs.  x. 
Zinci  oxidi, 

P.  amyli, 
Lanolini, 
Yaselini, 


Herpes. — Herpes  of  the 

* Recommended  by  Graham 
1893). 


type  of  H.  Zoster  is  occasionally  found 
of  Toronto  (Ann.  Universal  Med.  Sciences, 
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following  in  the  course  of  the  pudendal  nerves.  It  must  not  be 
mistaken  for  a specific  eruption.  If  a herpetic  eruption  occur  on 
the  vulva,  it  is  an  indication  for  the  administration  of  such  tonics 
as  the  mineral  acids  with  bark  and  quinine,  generous  diet,  and  a 
soothing  local  treatment,  as  in  the  case  of  eczema.  When  the 
vesicles  spread,  and  there  is  a tendency  to  pustulation,  they  should 
be  brushed,  over  with  a solution  of  nitrate  of  silver  (grs.  xxx. 
ad  ^i.),  which  is  permitted  to  dry,  and  then  a muslin  dressing  may 
be  applied.  Outside  the  vulva  the  zinc  (with  calamine)  lotion  is  a 
soothing  application. 

Herpes  Vegetans  of  the  Vulva. — Bataille  exhibited  a case  at  the  £ Societe 
de  Dermatologie  et  de  Syphiligraphie  1 in  which  there  was  no  history  of  ac- 
quired or  hereditary  syphilis.  Following  a foul  discharge  from  the  vagina 
and  general  symptoms  of  pyrexia,  there  was  an  eruption  of  herpetic  vesicle s, 
which  spread  from  the  groin  to  the  vulva,  and  to  the  anal  fold.  The  swollen 
vulva  was  covered  with  vascular  erosions,  which  had  in  parts  a diphtheroid 
appearance,  so  much  so  as  to  give  to  the  erosion  a chancroid  look  One  of 
these  erosions  was  at  the  orifice  of  the  urethra.  The  cervix  uteri  was 
swollen  and  red,  the  lips  were  everted,  and  there  was  a muco-purulent 
secretion  from  the  uterus,  vesicles  were  seen  on  the  tonsils,  and  the  sub- 
mental  ganglia  were  enlarged.  After  successive  formations  of  vesicles  had 
occurred,  the  ulcerations  in  healing  developed  vegetations  resembling  syphilitic 
ulcers,  of  a violaceous  red  colour,  with  bleeding  surfaces,  most  difficult  to 
diagnose  (Fournier).  The  possible  occurrence  of  such  suspicious  vegetations 
on  the  vulva,  without  any  syphilitic  history  to  connect  them  with  specific 
infection,  should  be  borne  in  mind.* 

Pediculi  frequently  infest  the  vulva.  In  cases  of  eczema  and 
pruritis  they  should  be  carefully  looked  for.  It  is  necessary  to  use 
a lens  for  this  purpose.  The  ammonio-chloride  of  mercury  powder 
diluted  with  starch  may  be  lightly  dusted  on  the  part,  or  the 
ointment  of  mercury  or  stavesacre  rubbed  in,  or  the  perchloride  of 
mercury  lotion  applied.  One  part  of  carbolic  acid  to  seven  of  oil  is 
a useful  application. 

Pruritus. — The  practitioner  must  not  fall  into  the  error  of 
regarding  pruritus  as  a primary  disease  rather  than  as  a secondary 
affection  of  the  vulva.  Pruritus  must  be  looked  on  as  a neurosis, 
secondary  to  a constitutional  error  of  nutrition,  or  to  some  local 
disease  in  any  part  of  the  genital  tract.  The  danger  lies  in  the 
mistake  of  treating  a symptom  and  neglecting  the  disease  which 
originated  it.  We  may  thus  divide  the  causes  of  pruritus  of  the 
vulva  into  constitutional  and  local. 

* Annals  de  Dermatologie  et  de  Syphiligraphie , Paris,  p.  298 ; Annual  of 
Universal  Medical  Science,  1898. 
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Causation. — J.  C.  Webster  considers  pruritus  to  be  a subacute  inflammation 
of  the  papillae  of  the  skin,  and  a progressive  fibrosis  of  the  nerves  and 
Paccinian  bodies,  especially  attacking  the  clitoris  and  the  upper  parts  of  the 
labia  minora.  It  is  in  the  main  an  inflammatory  affection  of  the  corium 
(vulvitis  pruriyinosa). 

Sanger  * considered  that  the  lesion  of  the  nerve-ends  is  not  the  primary  cause 
of  the  pruritus,  but  a secondary  change,  resulting  from  a local  affection  of  the 
vulva,  due  to  the  action  of  the  irritants  from  without.  He  maintained  that 
there  was  no  proof  forthcoming  that  micro-organisms  can  induce  the  skin 
lesions.  It  was  more  probable  that  their  presence  was  secondary  to  pre- 
existing local  affections,  and  if  micro-organisms  were  the  primary  cause  of 
vulvitis  pruriginosa,  we  should  get  this  affection  accompanying  all  cases  of 
catarrh  of  the  bladder,  lie  subdivided  the  affection  into  two  great  groups — ; 

I.  Endogenous  Causes.-— (1)  Conditions  of  the  Uood.  Icterus,  chronic 
nephritis,  diabetes  mellitus.  (2)  Circulatory  causes.  Haemorrhoids,  heart 
disease,  pregnancy,  retroflexion,  and  tumours  of  the  uterus  (the  latter  by  local 
obstruction  to  circulation).  (3)  Skin  diseases  (of  haematogenous  origin). 
Erythema,  urticaria,  herpes,  eczema. 

II.  Exogenous  Causes.— (1)  Secretory  causes.  Hyperidrosis  and  seborrhoea, 
vaginal  and  uterine  discharges.  (2)  Parasitic  causes.  Animal  parasites  : 
pediculi,  oxyuris  vermicularis.  Vegetable  parasites:  leptothrix,  oidium 
albicans,  micrococcus  ureae.  (3)  Mechanical  causes.  Masturbation.  (4) 
Thermal  causes.  Spring  and  summer  pruritus. 

It  must  be  remembered  that  many  of  these  local  causes  enumerated 
in  the  text  only  cause  severe  itching,  not  true  pruritus.  For  clinical 
purposes  I here  group  those  conditions  incidental  to  and  often 
associated  with  pruritus. 


Constitutional — 

Gout. 

Diabetes. 

Gonorrhoea. 

Exanthemata. 

The  menopause. 

Pregnancy. 

Senile  changes. 

Hysteria. 

Bright’s  disease. 

Alcoholism. 

Gastric  and  hepatic  derange- 
ments. 

(Of  these,  diabetes,  alcoholism, 
pregnancy,  and  gastric  de- 
rangements are  the  most 
frequent.) 


Local — 

Eczema. 

Lichen. 

Leucorrhoeal  discharges. 
Gonorrhoeal  ,, 

Flow  of  diabetic  urine. 
Cystitis. 

Vulvitis. 

V aginitis. 

Endometritis. 

Ascaricles. 

Pediculi. 

V egetations. 

Urinary  fistulm. 

Haemorrhoids. 

Uncleanliness. 


* Central!),  f.  Gyn.,  Feb.  1894. 
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In  many  severe  cases  of  pruritus  there  is  a total  absence  of  all 
organic  change  in  the  skin,  and  the  irritation  is  clue  to  some  gastric, 
hepatic,  or  rectal  affection.  In  senile  cases  there  is  frequently  a 
want  of  cleanliness,  a dryness  of  the  parts,  and  a gouty  state  of  the 
system.  In  a great  many  instances,  however,  the  excoriation  and 
accompanying  eruption  are  secondary  consequences  of  some  irritating 
discharge,  and  the  tearing  of  the  skin  by  the  nail  in  scratching. 

Intractable  Pruritus  with  Vaginismus,  and  Dyspareunia  associated 
with  Fissure  of  the  Vaginal  Fourchette  and  Uterine  Erosion- 
Cure. 

A patient  suffered  for  some  years  with  intractable  pruritus,  and  for  some 
considerable  time  from  such  a degree  of  dyspareunia  that  the  pain  prevented 
all  marital  relationships.  On  examination  I found  a vaginal  discharge  with 
a slight  cervical  erosion.  The  vulva  was  dotted  over  with  aphthous  patches 
and  some  erosions.  Extending  back  through  the  fourchette,  for  about  half  an 
inch,  was  a fissure,  which  she  said  had  lasted  for  some  time.  There  was 
a general  condition  of  vaginismus,  and  the  parts  were  intensely  sensitive. 
Her  misery,  however,  appeared  to  entirely  centre  itself  in  the  pruritus,  which 
was  influencing  her  health  from  constant  irritation  and  sleeplessness.  The 
whole  vulva  was  shaved,  and  thoroughly  disinfected.  The  uterus  was  curetted 
out,  and  chromic  acid  applied  to  the  cavity.  The  erosion  of  the  cervix  was 
treated  with  nitric  acid.  The  spots  on  the  vulva  were  all  touched  with  carbolic 
acid.  By  an  elliptical  incision  from  side  to  side,  the  fissure  was  exsected,  and 
the  vaginal  orifice  enlarged.  The  entire  area  of  the  itching  surface  was  well 
rubbed  with  pure  carbolic  acid.  This  application  was  repeated  a second  time. 
The  vagina  was  tamponed  with  chinosol  gauze,  and  for  a week  subsequently 
the  urine  was  carefully  drawn  off,  and  the  closest  attention  paid  to  the  clean- 
liness both  of  the  vagina  and  vulva.  The  patient  left  completely  cured  of  the 
itching,  and  bearing  the  introduction  of  the  largest  vaginal  dilator  without 

distress. 

Kraurosis  Vulvse. — Briesky,  Orthmann,  Martin,  and  Sanger  are 
the  principal  authors  to  whom  we  first  owed  our  knowledge  of  this 
affection.  It  does  not  appear  to  have  any  microbial  origin,  nor  is  it 
associated  with  any  venereal  affection.  The  nerve-ends  are  not 
changed  as  in  pruritus.  It  is  a question,  according  to  Sanger,  if 
it  be  not  a form  of  atrophic  change  in  the  vulva,  preceded  by  an 
inflammatory  state.  It  is  not  peculiar  to  women  of  any  age,  nor 
has  married  life  anything  to  say  to  it. 

This  shrivelled  condition  of  the  vulva,  associated  in  places  with 
fissures,  and  possibly  in  other  parts  with  swollen  and  red  portions 
of  skin  about  the  vulva  and  the  labia  majora,  attended  by  intoler- 
able itching  (though  this  latter  symptom  is  not  invariably  present), 
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is  the  characteristic  of  kraurosis  vulvm.  The  parts  about  the 
vestibule  are  often  white,  and  the  labia  minora  have  a wash-leather 
appearance.  Veit  regards  the  affection  as  a sequence  of  pruritus, 
and  Yung  * considers  that  chronic  inflammation  is  the  source  of 

the  kraurosis,  and  that  there  is  nothing  special  in  the  type  of  this 

* 

condition,  which  may  have  as  its  antecedents  either  gonorrhcea, 
pruritus,  tuberculosis,  or  carcinoma.  Heller  agrees  as  to  the 
chronic  inflammatory  nature  of  the  disease,  which  leads  to  the  dis- 
appearance of  the  fat  and  sebaceous  glands  and  the  gelatinous 
matter,  bringing  about  a hypertrophic  process  in  the  more  super- 
ficial layers  (hyperkeraktosis). 

There  is  usually  itching,  but  this  symptom  is  not  invariably 
present,  being  absent  when  there  are  serious  atrophic  changes  in 
the  nerves.  The  swelling  and  feeling  of  tension  are  followed  by 
fissures,  and  subsequently  atrophic  changes  in  the  tissues  of  both 
the  labia  and  clitoris. 

Heller  obtained  complete  clinical  relief  from  all  the  symptoms  by 
the  application  of  formalin  to  the  harder  portions  of  the  affected 
area,  also  using  ichthyol  as  a pigment. 


Kraurosis  associated  with  Cervical  Polypus  and  Anal  Fissure. 


In  a case  under  my  care  the  labia  minora  and  the  inner  surfaces  of  the 
labia  majora,  as  also  the  fourchette,  had  assumed  a thickened  and  white 
u washleather  ” appearance.  There  was  a fissure  of  the  anus  associated  with 
the  vulvar  trouble.  There  was  also  a small  cervical  polypus  with  accom- 
panying  vaginal  discharge.  The  anal  fissure  and  the  polypus  were  first 
cured.  Emollient  baths  were  used  daily  for  a prolonged  period,  and  by 
constant  application  of  nitrate  of  silver  (20  grs.  to  the  ounce),  with  which  the 
affected  skin  was  regularly  scrubbed,  and  the  use  at  night,  after  the  baths,  of 
an  ichthyol  cream  with  occasional  absorbents  (as  the  ointment  of  red  oxide 
of  mercury  and  iodide  of  potassium),  the  parts  ultimately  recovered  their 
normal  condition  and  appearance.  There  was  in  this  case  a relationship 
between  the  occurrence  of  the  kraurosis  and  the  anal  irritation  with  the 

vaginal  discharge,  due  to  the  polypus  of  the  cervix,  as  they  commenced 
coincidentally. 

In  severe  cases  recourse  must  be  had  to  ablation  of  the  affected  areas. 


Treatment.  On  first  seeing  a case  of  pruritus  we  should  inquire 
carefully  into  the  origin  and  history  of  the  disease.  Our  success  in 
overcoming  the  obstinate,  and  at  times  intractable,  itching  will 
depend  on  the  discovery  of  the  cause,  whether  constitutional  or 
local,  which  has  brought  on  the  pruritus.  Gouty  and  diabetic  states 


* Munch,  m.  Wclns 1903,  No.  40. 
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must  be  dealt  with  according  to  general  principles,  both  therapeutical 
and  dietetic  * the  character  of  the  urine  should  be  ascertained,  and 
any  abnormal  condition  of  this  secretion  rectified  as  far  as  possible. 
The  diet  has  to  be  carefully  regulated.  Alcohol,  according  to  cir- 
cumstances, should  either  altogether  be  forbidden  or  taken  in  the 
most  moderate  quantity.  Sufferers  from  pruritus  should  avoid  too 
stimulating  a diet.  Tea  and  coffee  must  only  be  taken  in  modera- 
tion. Saccharin  in  diabetic  and  gouty  cases  is  a most  valuable 
substitute  for  the  ordinary  carbo-hydrate  sugar.  Food  should  be 
simple  and  plainly  cooked.  Pastry,  fats,  rich  soups,  sweets,  cheese, 
shell-fish,  saccharine  vegetables,  and  fermented  drinks,  should  be 
avoided. 

In  hepatic  derangement,  the  administration  of  a mild  mercurial 
preparation  a few  times  in  the  week  at  night,  in  combination  with 
a vegetable  cholagogue,  followed  by  the  administration  of  a saline 
water  the  next  morning,  such  as  Bubinat,  Hunyadi  Janos,  or 
Victoria  water,  will  be  of  service.  The  Carlsbad  salt  in  powder 
or  crystal,  dissolved  in  warm  water,  is  beneficial.  Such  spas  as 
those  at  Vais,  Vichy,  Vittel,  Contrexeville,  Ems,  Uomburg, 
Carlsbad,  Kissingen,  Bourboule,  Aix-les-Bains,  Harrogate,  Lath, 
Cheltenham,  and  Strathpeffer,  can  be  recommended  according  to 
the  type  of  case.  During  pregnancy  the  patient  may  take  suitable 
soothing  baths,  and  use  such  local  remedies  as  some  of  those  in  the 
subjoined  list.  The  leucorrhoeal  discharge  of  pregnancy  should  be 
attended  to.  If  there  be  constitutional  syphilis,  it  must  be  dealt 
with  by  specific  remedies,  both  general  and  local.  Arsenic  will  be 
found  of  service  in  many  cases. 

Local  Treatment.— The  first  care  of  the  physician  will  be  to 
endeavour  to  rectify  any  uterine,  vesical,  or  rectal  affection  that 
may  complicate  the  pruritus. 

Much  benefit  will  be  derived,  in  some  cases,  from  the  use  of 
soothing  alkaline  and  starch  baths.  But  to  this  there  are  excep- 
tions ; and  baths  occasionally  appear  to  do  more  harm  than  good. 


The  three  baths  I prefer  are— 

1.  Bran (2  lb.),  potato-starch  (Jib.),  gelatine  (1  lb.);  water  at  100°— 
105°,  25  to  30  gallons. 

To  this  a few  gallons  of  decoction  of  marsh-mallow  may  be  added,  the  bian 
and  marsh-mallow  water  can  be  first  prepared,  and  added  to  the  bath  sub- 
sequently. 

2 Carbonate  of  sodium  (^ii.),  hyposulphite  of  sodium  Qu.),  potato-starch 
(5iv.) ; water  at  100°— 105°,  25  to  30  gallons. 
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3.  Liq.  carbonis  detergens  (Wrights’s),  3b — jii.  to  the  gallon. 

4.  The  Bareges  bath  or  that  of  hepar  sulphuris,  the  objection  to  which  is 

its  odour  and  its  effect  on  the  surface  of  the  bath. 


Ill  ordering  any  hot  bath  for  a female  patient,  the  periods  must 
be  remembered,  and  their  regularity  inquired  into.  If  there  he 
suppression  of  the  menstrual  flow  and  accompanying  head-symptoms, 
such  as  headache,  disturbances  of  vision,  or  tinnitus  aurium,  hot  baths 
should  not  be  taken.  Such  soaps  as  larch-soap  (W.  Moore)— which  is 
composed  of  wheaten  bran,  glycerine,  white  curd  soap,  and  extract 
ot  larch-bark  sulpholine  soap,  molfa  (Dinneford),  resinal  and 
carbolic  or  tar  soap,  may  be  used  with  the  bath.  A glycerine  or 
medicated  tampon,  or  pessary,  can  be  introduced  after  the  bath. 
(The  bath  speculum  is  shown  at  p.  67.)  The  vaginal  rest  may  be 
worn,  and  the  lips  of  the  vulva  separated  by  a piece  of  folded  linen 
or  cotton-wool,  smeared  over  with  any  sedative  ointment,  or  the 
muslin  ointments  before  referred  to  can  be  prescribed,  and  these 
may  be  kept  m position  by  a light  perineal  bandage  or  a napkin. 

. The  locaI  remedies  which  will  be  found  of  use  either  in  washes  or 
ointments  to  allay  itching  have  been  already  enumerated.  Those  I 
attach  most  value  to  are — 


In  lotion — 

Hydrocyanic  acid  (min.  v. — 3b). 

Perchloride  of  mercury  (1  in  2,000—1  in  5,000). 
Tobacco,  as  infusion  (3b — Oi.). 

Solution  of  subacetate  of  lead  (3ii, — ix.  . 

Chloral  (gr.  x.  ad  Ji.). 

Cocaine  (5—10  per  cent,  solution). 

Chloroform  (1  pt.  to  7 of  oil). 

Menthol  (1  pt.  to  7 of  oil). 

Liq.  carbonis  detergens  (3!. — ^viii.). 

Ext.  hamamelis  liq.  (Jb  in  Jviii.). 

Walnut  leaves  (decoction  of). 

Calomel  (lotio  nigra). 

In  ointment — 

Salicylic  acid  (grs.  xx.  ad  Ji.). 

Pyroligneous  oil  (3b  ad  Ji.). 

Cyanide  of  potassium  (gr.  ii.— gr.  v.  ad  3b) 
Morphia  (gr.  v.  ad  Ji.). 

Cocaine  (gr.  xx.  ad  Ji.). 

Belladonna  (gr.  x.— xx.  ad  Ji.). 

Oleate  of  mercury  and  morphia  (lanolated) 
Cuticura.  ' 
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Neisser  strongly  recommends  tuuienol  as  anti-pruritic  in  eczematous  states 
and  in  prurigo.  He  uses  the  remedy  either  as  a paste  (5-10  per  cent,  of  the 

powder  with  starch)  or  as  an  ointment.* 

Many  of  these  remedies  must  be  used  with  caution,  especially  if 
there  be  abraded  surfaces,  as,  for  instance,  cocaine,  perchlonde  of 
mercury,  belladonna,  cyanide  of  potassium,  morphia,  hydrocyanic  acid. 
The  exact  quantity  to  be  applied  should  be  stated  in  the  prescription. 

For  the  itching  of  diabetes  Goodell  strongly  recommends  the 
salicylate  of  sodium,  in  15-grain  doses,  every  fourth  hour.  Bromides 
and  chloral,  trional,  sulphonal,  chloralamide  or  urethane  may  be 
o-iven  to  secure  rest  and  sleep. 

The  following  astringent  and  antiseptic  applications  will  also  be  found  most 
valuable  affections  of  the  vulva,  in  strengths  indicated  according  to  the  special 


cases. 


Oxide  _of  zinc  I 
Calamine  ) 

Biborate  of  sodium  (3m — ^viii.). 

Carbonate  of  sodium  (5ii. — Sviii.). 

Acetate  of  lead  (gr.  ii. — gr.  iv.  5b). 

Solution  of  the  subacetate  of  lead  (gii.— ^vin.). 

Sozo-iodolate  of  sodium  (3ii.  in  Sviib). 

Sulpho-carbolate  of  zinc  (gr.  iv.  5b). 

Thymol  (1  in  500  to  1 in  1,000). 

Chaulmaugra  oil  with  almond  oil  (1  part  to  2).  # ... 

Camphor  and  borax  (liq.  camphor,  concent.  311.,  borax  3lv*»in  5vlll*> 
with  or  without  glycerine). 

Nitrate  of  silver  (gr.  xxx.— 3b  ad  ^i.).  , 

Carbolic  acid  (gr.  xxx.— 31.  ad  Jl,  or  equal  parts  of  carbolic  and 
glycerine). 

Chromic  acid  (gr.  xxx.  ad  #.).. 

Chloride  of  zinc  (gr.  xxx.  ad  $i-)- 

And  as  lanolated  ointments— 

Benzoate  of  zinc  (3b  5b). 

Oxide  of  zinc  (3b — #•). 

Chloroxide  of  bismuth  (gib— 5b).  These  may  be  combined. 
Glycerole  of  lead  (3i. — 5b). 

Oleates  of  lead  and  zinc  (3ss.—^i.). 

Bed  oxide  of  mercury  (gr.  xxx. — 3b  ad  3b). 

Sozo-iodol  (3b  ad  Si.). 

Iodol  (3SS.— 3b  ad  Sib). 

Iodoform  (disguised  with  fresh  coflee,  equal  parts,  vanillin  01 

coumarin,  gr.  v.)  (5ss. — 3b  ad  5b). 

Pyroligneous  oil  of  juniper  (alone  or  in  combination,  varying 

strengths).  

* Deutsche  Med . Wchns .,  Leipzig,  Nov.  5,  1891. 
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The  use  of  any  of  the  remedies  here  enumerated,  whether  alone 
oi  in  combination,  will  depend  on  the  nature  of  the  eruption,  its 
stage , and  the  indication  for  a soothing,  astringent,  stimulating,  or 
detergent  application.  It  is  wrong  to  commence  with  too  powerful 
an  application.  It  is  better  to  begin  with  a mild  lotion,  and  increase 
its  strength  according  to  the  toleration  of  the  part.* 


Where  there  is  a raw  or  moist  surface  of  the  skin  the  lotion  of  zinc  and 

calamine  (Wilson)  will  be  found  most  useful.  To  this  either  carbolic  acid 

or  thymol^  or  hydrocyanic  acid  may  be  added.  It  can  be  used  with  a fine 

sponge.  The  powder  dries,  and  can  be  washed  off  before  fresh  lotion  is 
applied. 


R Zinci  oxidi,  50. 

Calamine  pur.,  5iv. 
Glycerine,  jii. 

Aq.  rosai,  $viii.  Ft.  lotio. 


R Sol.  ichthyol  (10  per  cent.),  jiv. 
01.  chaulmaugrse,  3iv. 

Lanolini,  ^i. 

Ung.  benzoat,  gi.  Ft.  Ungt. 


The  ointment  should  be  applied  to  the  part  after  the  alkaline  or  tar  bath. 

'?  e.r  fOT  a fuI1  bath  1S  made  of  strength  of  3i. — .^ii.  of  the  liquor 
carbonis  detergens  to  the  gallon  of  warm  water 

sholnt  “7  fIrfaCeS  °f  the  labia  or  W®  are  s°re  or  swollen  they 
^ould  he  separated  by  some  emollient  dressing-a  muslin  dressing  of  Unna 

may  be  used-or  a piece  of  linen  can  be  folded  and  placed  between  the  labia 

linen  can  be  covered  with  any  application  we  may  wish  to  employ. 


Local  Syphilitic  Remedies. 


with^yphUis-  m°re  "SefUl  SPeCifiC  aK5lications  if  tbe  P™ritus  be  associated 


Calomel  wash. 

Oleate  of  mercury  and  morphia. 
Calomel  vapour  baths. 

Iodoform  insufflated. 

bozo-iodol  and  its  salts  (ointment  or 
wash). 

Iodoform  ointment. 

Europhen. 

Iodol  insufflated. 

All  these  may  be  made  with  lanolin, 
and  completely  absorbed  by  the  skin. 
Part  of  fresh  lard  or  benzoated  lard,  wit 
a basis. 


Vasol  iodine. 

Iodol  ointment. 

Ointment  of  the  red  oxide  of  mercury. 
Mercurial  (mild)  ointment. 

Ointment  of  calomel  with  bismuth. 
Iodide  of  starch  (ointment  and  powder). 
Liquor  picis  (3i.— sii.  ad.  £i.). 

Extract  ol  belladonna  (5! — 5b). 
Cyanide  of  potassium  (gr.  iii. — ^i.). 

A lanolated  ointment  is  more  readily 
As  a rule,  it  is  sufficient  to  add  one 
a little  rosewater,  to  two  of  lanolin,  as 


Adrenalin.  Peters  lias  (TJer  Frauemrgt,  Nos.  1 and  2,  1901)  used  with 
complete  success  various  preparations  of  the  supra-renai  gland  in  pruritus 
Pad  soaked  w.th  * to  i of  the  solution  were  applied  to  the  affected  area  lor 
about  live  minutes  at  a tune,  and  intr  educed  into  the  vagina  at  nmht 
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Operative  Treatment. — Sanger,  in  unusually  severe  and  obsti- 
nate cases,  removed  the  diseased  parts.  The  first  opeiation  for 
pruritus  was  performed  by  Carrard,  in  1874;  he  removed  only 
the  clitoris,  but  a complete  cure  resulted.  Since  then  similar 
operations  have  been  performed  by  Chrobak,  A,  R.  Simpson, 
Sehrceder,  Rheinstadter,  Olshausen,  Kelly,  and  many  others.  Heitz- 
mann  has  obtained  good  results  by  scraping  the  affected  parts. 
Sanger  in  two  cases  excised  the  entire  clitoris,  and  the  labia  majora 
and°minora,  and  combined  with  this  procedure  repair  of  the  peri- 
neum. No  difficulty  was  experienced  in  closing  the  wound,  and 
after  healing  there  was  practically  no  visible  deformity.  Sangei 
considers  that  the  removal  of  the  clitoris  has  no  effect  upon  the 
sexual  appetite  in  women  of  middle  or  advanced  age.  In  both  of 
these  cases  the  sufferings  of  the  patient  disappeared  from  the  day 
the  operation  was  performed.  Sanger  lays  down  the  following 

propositions : — 

(1^  The  partial  or  complete  excision  of  the  vulva  is  a legitimate  operation, 
which  ought  to  he  performed  in  chronic  cases  of  vulvitis  pruriginosa,  which 

have  resisted  other  methods  of  treatment. 

(2)  The  clitoris  may  be  removed  without  harm  in  all  but  young  women. 

,3)  In  young  women,  and  in  cases  where  the  symptoms  are  localized  to  a 
part  of  the  vulva,  only  the  diseased  portions  should  be  removed. 

1 (4)  In  older  women,  and  when  the  vulva  is  extensively  affected,  the  entire 
vulva  should  be  removed,  and  the  parts  restored  by  plastic  methods. 

Rodent  Ulcer— This  very  rare  form  of  malignant  disease  does  not 
differ,  save  in  so  far  as  it  is  influenced  by  the  anatomical  site  in  which 
it  occurs,  from  the  same  disease  elsewhere,  and  may  be  consideied 
an  epithelioma.  The  treatment  is  conducted  on  the  same  principles 
which  determine  us  in  the  management  of  rodent  ulceration  occur- 
ring in  other  situations.  If  by  the  hard  base,  slow  progress,  and 
absence  of  pain,  we  should  be  able  to  recognize  the  disease  early 
and  before  ulceration  has  extended  widely  or  deeply,  we  may  prevent 
the  spread  of  the  growth  by  the  knife  and  caustics,  the  most 
powerful  of  the  latter  being  potassa  fusa,  chloride  of  zinc,  and 
nitric  acid.  We  must  be  careful  to  distinguish  it  from  syphilitic 
ulceration,  and  from  what  few  are  likely  to  see  m a lifetime- 

so-called  ‘ lupus  of  the  vulva.’  _ 

Cancer  of  the  labium,  occurring  generally  in  advanced  life,  is  not  a 

common  disease.  The  form  in  which  it  is  most  frequently  met  with 
is  that  of  cancroid.  Epitheliomatous  nodules  may  exist  for  some 
time,  and  give  rise  to  little  pain.  It  is  not  until  ulceration  commences 
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that  much  uneasiness  is  felt.  The  inguinal  glands  become  involved. 
It  is  difficult,  save  by  careful  microscopical  and  bacteriological 
examination,  to  distinguish  such  nodules  from  syphilitic  neoplasms, 
or  ‘ lupus.’  Kelly  has  reported  a case  of  adeno-carcinoma  of  the 
vul vo- vaginal  gland. 

Papillary  Cystoma  of  the  Vulva. — Polity  has  recorded  * a case 
of  proliferating  papillary  cystoma  in  the  right  labium  minus.  The 
nodules  were  discovered  during  an  operation  for  prolapse.  The 
larger  simple  cyst  contained  cubical  cells  springing  from  the  epi- 
thelial proliferation  of  the  internal  surface  of  its  wall,  while  the 
smaller  tumour  was  composed  of  a large  number  of  small  cysts 
formed  by  connective  tissue  partitions  springing  from  the  wall  of 
the  mother  cysts.  Polity  considered  the  cyst  to  be  1 new  forma- 
tions, the  connective  tissue  being  at  first  active,  and  subsequently 
yielding  to  the  activity  of  the  epithelial  cells.’ 

Treatment.  If  superficial,  it  is  better  to  remove  the  mass  with 
the  knife  and  use  the  actual  cautery  to  the  raw  surface.  Hemor- 
rhage is  always  to  be  dreaded.  Should  it  occur,  powerful  styptics 
or  the  actual  cautery,  and  a firm  compress  applied  with  a bandage, 

will  be  necessary.  Despite  all  efforts,  fatal  bleeding  has  resulted  in 
advanced  cases. 


Oozing  Papillomatous  Tumour. — I have  seen  one  case  of  this  rather  rare 

affection,  presenting  exactly  the  clinical  features  described  by  Emmet  under 

this  name.  The  woman,  about  thirty,  was  unmarried.  There  sprouted  from 

one  labium,  extending  round  the  fourchette  to  the  other,  a large  red  raspberry- 

looking  mass,  bleeding  rather  profusely  on  examination,  painless,  and  secreting 

an  offensive  discharge.  It  was  a most  characteristic  growth,  and  had  attained 

a large  size  before  the  patient  came  into  the  hospital.  An  effort  was  made 

with  ligature  and  cautery  to  remove  it,  but  the  haemorrhage  was  so  great  it 

was  not  possible  to  proceed.  I do  not  know  what  the  sequel  of  the  case  was. 

Emmets  reported  case  recovered,  though  here  also  there  was  alarming 
bleeding.f  ° 


Syphilis. 

Care  has  to  be  taken  when  searching  for,  and  in  the  recognition 
of,  primary  syphilitic  sores.  They  frequently  are  seen  on  the 
opposing  surfaces  of  the  mucous  membrane.  They  are  either  true 

* Archiv.  cli  Ostet.  e Gin.,  April,  1903 

t Bartholin's  Gland.-Fritsch  has  reported  a ease  of  papilloma  which  origi- 
nated in  the  polynuclear  cylindrical  epithelium  of  the  duct  of  Bartholin  It 
was  a mushroom-like  growth  in  the  right  nympha  of  a woman  aged  77  The 

agmal  glands  were  involved.  The  growth  and  nymph*  were  removed  (Manats 
j.  Lreb.  u.  Gyn .,  bd.  xix.  60).  v * 
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chancres,  chancroid  sores,  or  may  assume  the  sloughing  or  phage- 
denic type.  Chancres  are  also  found  on  the  perineum  and  anus. 

Secondary  syphilitic  eruptions  are  frequently  met  with  about  the 
labia  and  perineum,  extending  to  the  anus  and  gluteal  folds. 


Evidences  of  Syphilitic  Infection— It  may  be  well  here  to  append  a short 
table  of  the  principal  signs  on  which  we  rely  as  collateral  evidence  ol  consti- 


tutional syphilis — 

Granular  enlargements  in  the  groins. 

Symmetrical  skin  affections,  as  macu- 
lse,  papules,  or  roseola. 

Symmetrical  throat  eruptions  and 
ulcers. 

Condylomata,  syphilitic  vegetations, 
and  warts  on  the  labia. 

Palmar  sypliiloderm. 

Syphilitic  changes  in  the  nails. 

Falling  out  of  the  hair. 

Nodes. 

Ozsena. 


General  discolouration  of  the  skin. 

White  cicatrices  and  scars  on  the 
body. 

Iritis  and  retinitis. 

Stricture  of  the  rectum. 

Gummata,  sores,  fissures,  and  ulcers 
of  the  tongue. 

Frequent  abortions  and  miscarriages. 

Nasal  and  naso -pharyngeal  discharges 
attended  with  ulceration  of  the 
mucous  membrane  or  perforation 
of  the  septum  nasi. 


In  the  treatment  of  primary  sores,  the  vulva  should  be  frequently 
dressed  with  subchloride  of  mercury  lotion,  and  washed  with  per- 
chloride  occasionally.  At  night  an  iodol,  vasol  iodine,  or  iodide 
of  starch  ointment  may  be  used,  or  whatever  muslin  dressing  is 
selected.  The  best  method  of  administering  mercury  is  by  inunc- 
tion or  hypodermic  injection.  The  mercury  may  be  given  up  to  the 
point  of  its  therapeutical  manifestation,  which  is  watched  through 
its  effect  on  the  gums,  and  the  administration  must  always  be  care- 
fully supervised. 

In  many  cases  of  secondary  and  tertiary  affection  the  tannate  of  mercury 
;n  o.r<  ss._gr.  i.  doses,  either  alone  or  combined  with  quinine,  or  with  quinine 

and  arsenic,  gives  excellent  results. 

In  secondary  syphilitic  neoplasms  and  exanthems  in  women,  an  excellent 

combination  is — . . , 

R Acid,  arsemosi,  gr. 

Hyd.  bicyanidi,  gr.  Lb. 

Quinse  sulph.,  gr.  i. 

Ext.  gent.,  q.s. 

Micse  panis.  Ft.  pil. 

During  its  administration,  tire  iodides  of  sodium  and  potassium  may  be  taken 
in  full  doses. 

Iodoform  (in  gr.  i. — gr.  ii.  doses,  in  pill,  three  times  daily),  when 
it  can  be  borne,  acts  more  quickly.  The  mixture  of  the  iodides  of 
sodium,  potassium,  and  ammonium  in  combination  with  bark  may 
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be  given  freely  diluted  with  water,  to  avoid  iodism.  Women  suffer- 
ing from  specific  affections  require  plenty  of  light  nourishing  food, 
change  of  air,  and  a continuance  of  anti-syphilitic  remedies  for  some 
time.  Mercury,  whether  by  vapour  or  inunction,  should  be  given 
with  great  care,  ceasing  the  administration  from  time  to  time,  and 
never  pushing  its  therapeutical  effects ‘to  the  limit  of  salivation.  As 
local  applications  to  syphilitic  sores,  to  clean  their  surfaces,  and  to 
encourage  healing,  iodoform,  iodol,  and  iodide  of  starch  (in  the  form 
of  ointments)  are  excellent.  For  sores  about  the  anus,  black  oxide 
of  mercury  lotion,  bismuth  and  calomel  ointment,  and  calomel 
fumigation  are  most  useful.  Touching  with  a pencil  of  sulphate  of 
copper  is  beneficial. 

Especially  during  the  secondary  and  tertiary  stages  (the  c exan- 
them period  of  syphilis),  a sojourn  at  Aachen  for  at  least  from  five 
to  six  weeks  is  the  most  efficacious  treatment  we  can  adopt.  It 
consists  in  a graduated  course  of  mercurial  inunction  under  skilled 
rubbeis,  v ith  baths,  or,  in  severe  cases,  mercurial  subcutaneous  in- 
jections. The  diet,  bathing,  exercise,  and  friction  are  all  carefully 
legulated.  I have  never  sent  a syphilitic  case  to  Aachen  that 
was  not  greatly  benefited  if  the  course  were  sufficiently  long.  For 
those  who  cannot  go  abroad  the  same  course  may  now  be  taken  at 
Harrogate  or  Buxton. 


Vulvitis. 

Simple  Vulvitis — Causes. — This  affection  is  frequently  the  result 
of  want  of  cleanliness,  deficient  food,  exposure,  violent  coitus,  pruri- 
tus, and  the  consequent  rubbing  to  allay  the  itching.  In  children  it 
is  produced  from  the  same  causes,  and  is  occasionally  due  to  the 
irritation  of  threadworms.  In  simple  vulvitis,  the  symptoms  are : 
swelling,  heat,  irritation,  and  a leucorrhoeal  vulvar  discharge  of 
mucus,  epithelium,  and  pus. 

Purulent  Vulvitis— Causes.— This  is  brought  on  by  want  of 
cleanliness,  traumatic  causes,  gonorrhoea,  excessive  venery  and  is 
associated  with  vaginitis  and  vaginismus,  pruritus,  vulvar  eruptions 
(as  eczema),  fissure  of  the  vulva,  and  the  exanthemata. 

It  is  a much  more  serious  form  of  inflammation.  The  pre- 
Kminary  symptoms  are  all  intensified,  and  are  followed  by  a copious 
discharge  of  pus.  If  the  labia  be  separated  the  mucous  membrane 
will  be  found  in  parts  excoriated  or  ulcerated,  and  in  some  instances 
patches  of  diphtheritic  membrane  are  seen  on  the  mucous  surface 
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Besides  the  ordinary  symptoms  of  vulvitis  there  are  frequently 
most  severe  pruritus,  constant  micturition  and  scalding,  with  an 
inflamed  meatus  urinarius.  The  discharge  has  an  unpleasant  odour. 
Cystitis  may  arise. 

Treatment. — The  treatment  must  be  conducted  on  the  lines  laid 
down  for  the  cure  of  vaginitis,  both  simple  and  specific.  It  includes 
rest ; fomentations ; baths ; warm  opium  and  acetate  of  lead  lotions  ; 
poultices ; mild  astringent  and  sedative  applications  when  the  acute 
stage  has  passed ; an  emollient  ointment,  as  lanolated  zinc  or  oxide 
of  mercury  cream,  is  used  to  separate  the  nymphse.  Later  on,  any 
raw  surface  is  painted  with  a mild  nitrate  of  silver  solution,  and  an 
antiseptic  and  stimulating  lotion  of  boracic  acid,  sulpho-carbolate  of 
zinc,  or  carbonis  detergens,  applied. 

Follicular  Vulvitis. — In  this  variety  of  vulvitis  the  various 
glands — muciparous,  sebaceous,  and  other — of  the  mucous  membrane 
of  the  vulva  are  swollen  and  inflamed.  This  follicular  distension 
often  leads  to  furunculus.  The  minute  boils  recur.  At  times  this 
recurrence  of  the  furunculous  abscess  is  most  distressing  to  the 
patient,  and  is  very  obstinate.  No  sooner  is  one  evacuated  than 
another  appears.  The  boils  vary  in  size.  The  swelling  may  involve 
the  entire  labium  of  one  side.  The  follicles  of  the  portio  vaginalis 
may  also  be  found  swollen  and  suppurating. 

Causes. — It  is  sometimes  associated  with  the  leucorrhoea  of 
pregnancy ; otherwise  the  causes  operating  in  producing  follicular 
vulvitis  are  much  the  same  as  those  which  induce  simple  vulvitis. 
(See  Vaginitis.) 

Symptoms  and  Signs. — The  same  itching  and  sense  of  burning 
heat,  with  extreme  sensitiveness  of  the  vulva,  that  are  present  in 
other  forms  of  vulvitis,  mark  the  presence  of  the  follicular  varieties. 
Both  the  muciparous  follicles  and  the  sebaceous  glands  are  enlarged  ; 
the  former  in  patches,  the  latter  as  congested  papillae.  There  is 
considerable  pain  attending  the  formation  of  each  tiny  boil.  If  the 
furuncles  assume  a large  size,  the  suffering  is  great  in  this  sensitive 
part.  The  patient  falls  off  in  her  general  health ; she  cannot  take 
exercise,  and  her  appetite  is  affected.  A most  important  feature  of 
this  inflammation  must  be  remembered ; it  is  liable  to  cause 
urethritis  in  the  male,  and  thereby  give  rise  to  an  unjustifiable 
suspicion  of  a married  woman’s  chastity. 

Vulvo-Vaginitis  in  Children— From  the  evidence  collected  by 
Richard  Woods  (of  Philadelphia)  * it  appears  clear  that  gonorrhoea 

* Amer.  Jour.  Med.  Set Feb.  1903. 
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is  the  cause  of  the  genital  inflammation  in  the  great  majority  of 
cases.  Either  a diplococcus  resembling  the  gonococcus,  or  the  gono- 
coccus itself,  has  been  found  in  a large  percentage  of  the  cases  in 
which  the  discharge  has  been  carefully  examined.  Infection  by 
towels,  public  baths,  direct  contact  with  the  male,  and  children 
sleeping  in  the  same  dormitory,  have  been  ascertained  causes  of  the 
affection.  In  several  instances  acute  peritonitis  has  followed  as  a 
complication. 

Dookelski  divides  vulvo-vaginitis  in  children  into  infectious  or 
non-infectious,  the  former  class  being  subdivided  into  gonorrhoeal, 
diplococcic,  or  simple.  He  considers  that  the  leuchorrhcea  or  ‘ fluor 


Fig.  530.  Vulvo-vaginal  Hernia.  (Winckel.) 

(Liable  to  be  mistaken  for  abscess.) 

albus  ’ o£  children  is  in  80  per  cent,  of  cases  of  a gonorrhceal 
nature,  and  that  in  the  majority  of  cases  the  child  is  infected 

through  the  mother,  which  may  occur  at  the  time  of  birth.  This 

view  of  Dookelski  * is,  I believe  of  • 

T „ . . . eve,  of  too  sweeping  a character,  and 

am  of  opinion  that  there  is  a larger  proportion  than  20  per  cent 
of  simple  diplococcic  cases  of  anon-infectious  character.  Also  he 
IS  hardly  correct  in  saying  that  the  general  constitution  of  children 
as  no  distinct  influence  on  the  course  of  the  disease.  There  is  no 
c oubt  that  the  most  severe  cases  are  those  in  which  infection  is 
conveyed  directly  by  immediate  contact.  Though  Bartholin’s  glands 

* Vrcitch,  April  19,  1903. 
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are  affected  in  gonorrhoeal  vaginitis,  microscopical  examination  is 
necessary  to  distinguish  the  form  of  infection. 

Treatment. The  recurrent  nature  of  folliculitis  is  due  to  auto- 

inoculation and  the  dissemination  of  the  micrococcus  after  the 
bursting  or  evacuation  of  the  suppurated  follicle.  The  urine  should 
be  examined  ; it  will  be  found  at  times  glycosuric  ; this  saccharine 
state  of  the  blood  tending  to  promote  fermentative  action  and  the 
development  of  microbal  life.  Any  cervical  or  vaginal  discharges 
must  be  cured.  The  perchloride  of  mercury  (1  in  5000)  or  chinosol 
in  vaginal  douches  may  be  used  a few  times  in  the  day.  Alkaline 
douches  of  carbonate  and  borate  of  soda  are  soothing.  A lotion  of 
eau  de  Cologne  in  rosewater  (^i.  in  dilute  hydrocyanic 

acid,  will  be  found  very  grateful  if  there  be  heat  and  irritation  of 
the  vulva.  The  part  is  first  well  sponged  with  warm  water  con- 
taining one  drachm  to  the  gallon  of  liquor  carbonis  detergens  ; next, 
it  is  thoroughly  dried,  and  the  eau  de  Cologne  wash  is  applied.  At 
night  an  ichthyol  cream  is  smeared  over  the  vulva.  Any  suppurat- 
ing follicles  should  be  laid  open  with  a knife.  If  a vulvar  abscess 
forms  it  is  freely  incised.  Irritable  parts  are  painted  with  nitrate 

of  silver  solution. 

Phlegmonous  Inflammation  of  the  Labia.— When  from  any  cause 
we  find  that  one  labium  has  become  enlarged,  tense,  hard,  painful, 
and  very  tender,  we  suspect  phlegmonous  inflammation ; an  abscess 
generally  follows.  After  opening  a large  vulvar  abscess  the 
practitioner  should  carefully  see  that  it  heals  well  from  the  bottom 
of  the  wound,  nor  should  the  patient  be  allowed  from  under  observa- 
tion until  it  has  so  healed.  Otherwise  a sinus  remains  which 
requires  subsequent  free  opening  up,  and  seriously  protracts  the 
recovery  of  the  case.  We  must  treat  the  phlegmon  on  the  general 
principles  of  relieving  pain,  while  promoting  the  formation  and  the 
free  evacuation  of  pus.  Care  must  be  exercised  not  to  mistake 
phlegmonous  inflammation  for  a hernia,  hydrocele,  or  pudendal 
hematocele.  An  ovary  may  be  displaced  into  the  vulva.  W e must 
not  commit  the  pardonable  error  of  mistaking  an  inflamed  o^  ai  y foi 
phlegmon.  The  presence  of  a circumscribed  tumour  in  either  labium, 
which  becomes  periodically  sensitive  and  very  painful— this  increase 
of  sensitiveness  corresponding  with  the  menstrual  periods  should 
be  sufficient  to  remind  us  that  an  ovary  may  have  found  its  w ay 

into  the  labium. 

Abscess  ] of  the  Vulvo- Vaginal  Glands.— Tins  affection  of  the 
vulva  and  its  treatment  has  already  been  incidentally  alluded  to. 
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The  position  of  the  tense,  hard,  painful  swelling,  frequently  attended 
by  a certain  degree  of  vulvitis,  and  its  sudden  advent,  should  be 
sufficient  indication  of  the  nature  of 
the  inflammation. 

Kelly  describes  an  inguino-labial  abscess ; 
it  occurred  in  a mulatto,  and  involved 
both  inguinal  canal  and  the  labium. 

Gangrene  — Noma.  — This  serious 
affection  is  fortunately  not  of  frequent 
occurrence.  I have  seen  one  instance 
in  a child  in  which  death  occurred, 
never  in  an  adult.  The  predisposing 
causes  are  such  as  we  find  producing 
low  and  unhealthy  types  of  inflamma- 
tion, notably  cancrum  oris,  and  those 
sloughing  ecthymatous  sores  frequently 
seen  in  impoverished  and  dirty  chil- 
dren. If  not  checked,  the  course  of  disease  is  that  of  unhealthy 
ulceration  when  attended  by  mortification. 

The  treatment  consists  in  generous  support  of  the  child,  and  the 
application  of  such  disinfectants  as  peroxide  of  hydrogen,  strong 
formalin,  permanganate  of  potash,  carbolic  acid,  chloride  of  zinc, 
iodofoim.  If  any  poultices  be  used,  those  of  charcoal,  and  yeast 
with  nitric  acid,  are  the  best.  The  usual  means  adopted  to  prevent 
the  spread  of  mortification  must  be  had  resort  to  in  this  case,  such 

as  the  application  of  nitric  acid,  pure  carbolic  acid,  and  the  actual 
cautery. 


IP 

Fig.  537.  — Abscess  op  the 
Bartholinian  Gland. 
(Huguieb.) 


Diphtheritic  Vulvitis.  Whitridge  Williams,  in  drawing  attention  to  the 
presence  of  diphtheritic  vaginitis  or  endometritis,  has  shown  how  rarely  in 
these  cases  the  peculiar  greyish  white  membranes  formed  on  the  inner 
surface  of  the  labia  contain  the  typical  Klebs-Lbffler  bacillus.  Such  mem- 
branes are  more  frequently  due  to  streptococci.  Antitoxin  and  local 
germicides  are  indicated  as  the  special  treatment. 


. Warts  and  Vegetations. — These  growths  occur  in  different 
situations  around  the  vulvar  orifice.  They  are  frequently  the  result 
of  gonorrhoea  or  syphilis.  This,  however,  is  by  no  means  the  rule. 
I have  seen  in  a virgin,  suffering  from  leucorrhoeal  discharge,  two 

fairly  large  vegetations  growing  from  the  neighbourhood  of  the 
clitoris. 

Treatment.  — The  growths  are  removed  by  the  scissors  and 
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galvano-cautery.  If  the  wart  be  of  large  size,  a ligature  is  applied 

to  its  base  or  pedicle  a few 
days  before  removal.  We 
thus  avoid  the  chance  of 
haemorrhage,  which  otherwise 
may  be  inconvenient.  Such 
warts  should  never  be  cut  off 
carelessly  without  means  at 
hand  to  restrain  the  bleeding 
that  may  follow.  I have  de- 
stroyed these  vegetations 
without  any  cutting  opera- 
tion, by  means  of  the  re- 
peated and  careful  application 
of  acid  nitrate  of  mercury, 
chromic  acid,  or  glacial  acetic 
acid.  In  aggravated  cases  it 
may  be  necessary  to  apply  Paquelin’s  cautery  after  the  removal  of 
the  growth  with  a cutting  instrument. 

Transplantation  Operation  for  Recurrent  Vegetations  of  the  Vulva. — In  a case 
of  extensive  recurring  vegetations  of  the  vulva,  I was  present  at  the  University 
Frauen  Klinik'in  Berlin  when  Koblanck  cleanly  dissected  off  the  mass,  leaving 
a large  raw  oval  surface,  some  three  and  a half  inches  in  length,  and  close 
on  three  inches  wide.  As  it  was  impossible  to  cover  the  surface  by  adjust- 
ment of  the  edges,  a long  incision  was  carried  from  the  pubes  to  the  spinous 
process  of  the  ileum,  the  skin  was  raised,  and  the  glands  and  subcutaneous 
tissue  were  carefully  dissected  out.  The  denuded  surface  was  contracted  by 
two  superimposed  layers  of  gut  sutures,  passed  deeply  and  superficially  through 
the  tissues,  the  raised  skin  was  then  glided  over  the  raw  surface,  fixed  there 
by  sutures,  and  the  margins  of  the  wound  in  the  groin  were  brought  together. 
A small  drainage-tube  was  inserted,  The  patient  did  remarkably  well. 

Trachoma  Pudendorum. — Tarnovsky  has  described  a true  trachoma 
of  the  labia.  The  disease  consists  in  the  aggregation  of  nodules  of 
a Greyish  or  yellowish  colour.  These  may  coalesce  and  form  an  oval 
patch,  the  epithelium  covering  of  which  thickens  and  becomes 
rough.  The  nodules  contain  micrococci  and  epithelial  cells.  This 
condition  is  more  likely  to  be  found  in  those  who  have  been  exposed 
to  gonorrhoeal  infection.  It  causes,  especially  with  warmth  at 
night,  intense  itching  of  the  vulva,  and  a sense  of  heat. 

The  treatment  consists  in  superficial  scarification  of  the  tracho- 
matous patch,  and  the  use  of  such  lotions  as  those  of  perchloride  of 


Fig.  538. — Vegetation  of  the  Vulva. 
(Tarnier.) 
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mercury  (1  in  2000),  nitrate  of  silver  (5 — 10  gr.  to  Ji),  or  chromic 
acid  (10  gr.  to  *i.). 

Cysts  of  the  Labia. — Cysts  of  the  labia  are  not  frequently  met 
with,  if  we  exclude  cysts  of  the  vulvo- vaginal  gland.  In  dealing 
with  a cyst,  the  plan  is  not  different  to  that  which  we  pursue  in 
the  case  of  the  vulvo-vaginal  variety.  After  thorough  asepsis  of 
the  parts  has  been  secured,  and  the  tumour  has  been  made  tense 
by  pressure,  an  incision  is  carried  through  the  skin  surface  over 
the  whole  length  of  the  tumour,  down  to  its  wall.  This  having 
been  carefully  exposed,  the  dissection  is  carried  close  to  it  with  a 
blunt-pointed  bistoury,  a Hat  curved  scissors,  aided  by  the  handle 
of  the  knife  or  finger,  and  the  cyst  is  thus  carefully  isolated,  great 
care  being  taken  not  to  rupture  it.  This  is  certain  to  be  done  if  the 
point  of  the  knife  be  directed  to  the  sac,  or  if  it  be  grasped  roughly 
with  forceps.  Both  time  and  patience  are  required  to  effect  this 
little  operation  neatly,  and  without  the  risk  of  subsequent  haemor- 
rhage. (See  also  Hydrocele  of  the  Round  Ligament,  pp.  20  and  833.) 


Blood  Cyst  of  the  Labium. — A single  woman  had  a small  cystic  tumour  in 
the  light  labium,  about  the  size  of  a large  hazel  nut.  It  had  commenced  to 
give  her  some  pain  and  distress.  I extirpated  it  intact,  and  on  opening  it 
found  that  the  contents  were  pure  blood.  It  was  the  only  blood  cyst  of  the 
kind  I have  ever  met  with. 

Haematoma  after  removal  of  a Cyst  of  the  Labium.— Some  years  since  I 
dissected  out  a large  vulvo-vaginal  cyst,  which  had  assumed  the  size  of  a 
pigeon  s egg.  I left  the  patient,  as  I thought,  securely  protected  from  all  risk 
of  haemorrhage.  I was,  however,  called  at  night,  as  a large  haematomatous 
tumour  had  formed  in  the  vulva,  and  there  had  been  considerable  bleeding 
through  the  bandages.  In  this  case  I had  to  turn  out  the  clots  which  tilled 
the  cavity,  and  secure  the  bleeding-points  with  ligatures.  The  patient  did  well. 


In  all  operations  of  this  nature,  I prefer  a general  anaesthetic  to 
cocaine.  If  the  cyst  have  suppurated,  it  may  be  best  to  evacuate  the 
contents  by  running  a bistoury  through  the  entire  length  of  the  sac 
wall,  clearing  out  the  cavity  well.  Having  scraped  the  internal 
surface,  it  is  wiped  dry,  and  then  mopped  out  with  either  strong 
iodine  or  formalin  solution,  after  which  it  is  filled  with  a strip  of 
iodoform,  gauze,  and  this  packing  is  repeated  while  there  is  any 
suppuration,  and  until  the  cavity  has  finally  granulated.  In  all 

instances,  however,  when  feasible,  extirpation  of  the  cyst  is  the 
proper  plan  to  adopt. 

Varix  of  the  pudendal  veins  is  generally  the  result  of  pregnancy 
The  clanger  is  rupture  of  a vessel  and  serious  hemorrhage.  A 
suitable  air-pad  support  will  be  found  useful  in  these  cases.  If 
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haemorrhage  should  occur,  the  usual  means  must  be  taken  to 
control  it. 

Pudendal  Hsematoma  (wrongly  called  thrombus). — Blood  may 
pour  in  quantity  from  the  labia  in  consequence  of  puncture  or 
laceration  of  the  veins  of  the  vestibule,  or  it  may  accumulate  in 
the  cellular  tissue  of  the  labium.  This  accident  is  one  which  may 
occur  during  parturition.  Independently  of  pregnancy,  it  may 
follow  from  traumatic  causes  or  violent  muscular  efforts.  The 
sudden  appearance  of  a swelling  in  either  labium,  following  the 
injury  or  strain,  and  the  sense  of  throbbing  and  pain  which 
generally  succeeds,  are  in  themselves  sufficient  to  indicate  the 
nature  of  the  accident.  However,  cases  occur  in  which  attention 
is  first  attracted  by  the  presence  of  a tumour,  and  the  obstruction 

it  causes  to  micturition  or  coitus. 

Treatment. — If  the  vulva  be  bleeding  from  a wound,  a tampon 
must  be  placed  in  the  vagina,  and  a firm  compress  with  a T-bandage 
secured  externally.  This  should  include  a small  ice-bag.  A saturated 
solution  of  alum  may  be  kept  to  the  bleeding  part,  or  adrenalin  or 
renaglandin  applied.  An  acupressure  pin,  or  a silver  suture,  can 
be  passed  from  the  cutaneous  to  the  mucous  surface,  so  as  to  com- 
press the  bleeding  vessel  (Goodell).  If  a hsematoma  should  form 
after  the  removal  of  a cyst  from  the  vulva  from  secondary  haemor- 
rhage, the  sutures  should  be  at  once  removed,  the  clots  turned  out, 
and  the  bleeding  points  secured  by  forcipressure  and  gut  ligature. 
When  from  other  causes  blood  is  effused  into  the  cellular  tissue, 
and  a tumour  forms  in  the  labium,  it  may  be  absorbed,  remain  in 
a liquid  state,  or  suppuration  may  occur.  Best,  pressure,  and  the 
application  of  ice  will  generally  favour  absorption.  Should  this  not 
happen,  and  inflammation  and  suppuration  follow,  the  pus  must  be 
evacuated,  and  any  coagula  removed  by  an  incision  made  from  the 
mucous  surface  with  every  antiseptic  precaution. 

Lymphangiectasis  of  the  Vulva.— Duret  * reported  a case  of  this  affection  in 
a patient  aged  17,  who  had  suffered  from  phlegmonous  oedema  of  the  vulva. 
Incisions  revealed  obstruction  of  the  lymph  channels,  and  were  followed  by 
lymphorrhagia  and  infection.  From  this  case  Duret  argues  that  the  presence 
of  filaria  is  not  necessary  for  the  occurrence  of  the  affection,  as  an  adeno- 
lymphangitis  caused  by  the  streptococcus  will  produce  dilatation  ot  the  lymph 
glands,  leading  to  lymphorrhagia  with  its  consequences. 

Elephantiasis. — This  disease  rarely  occurs  m Europe.  The 
orowth  is  a chronic  hyperplasia  of  the  skin  and  cellular  tissue, 

o 

* Jour.  Sci.  Med.  Lille , 11)02. 
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consequent  upon  an  inflammable  oedema,  which  is  characteristic. 
Ultimately  a neoplastic  growth  forms,  which  is  developed  into 


tiG.  539.  Elephantiasis  Vulv.® — Right  Labium.  (From  Photograph 
TAKEN  BY  THE  AUTHOR  IN  SANGER’S  KlINIK,  PRAGUE.) 

This  was  a case  of  elephantiasis  of  the  right  labium,  in  a patient,  aged  42,  who 
had  borne  three  children.  Five  years  before  the  growth  was  removed  she 
had  noticed  a wart  on  the  right  labium  majus,  which  gradually  developed 
into  a large  nodular  tumour,  which  is  shown  in  the  photograph.  It  finally 
involved  the  entire  extent  of  both  labia,  growing  to  the  size  of  a child’s 
head.  It  was  removed,  and  recovery  was  perfect. 


Fig.  540.— Elephantiasis  Vulv2b.  (Halliday  Groom.) 

The  measurements  under  amesthesia  were — antero-posterior,  12  ins.  ; lateral, 

6 ins. , vertical,  6 ins.  The  tumour  was  successfully  removed,  and  the  cure 
has  been  complete. 


fibrous  tissue.  Hie  surface  of  the  skin  finally  becomes  thick  and 
scaly , from  changes  in  its  papillary  and  epidermic  layers.  A section 


832 


DISEASES  OF  WOMEN . 


of  the  affected  skin  is  made  up  of  massive  fibrous  bands  of  white 
and  elastic  tissue,  with  cedematous,  connective,  and  adipose  tissue, 
while  the  lymph  spaces  are  enlarged  and  the  lymphatics  are  dilated 
and  varicose,  consequent  upon  the  absorption  of  the  lymphatics 
(Pye  Smith). 

These  changes  are  frequently  associated  with  the  presence  of  the 
parasite  Filaria  sanguinis  ( Filaria  Bancrofti). 

Labourand  has  drawn  attention  to  the  attacks  of  lymphangitis  and  fever 
which  periodically  occur  during  the  invasion  of  the  connective  tissue  and 
lymph  spaces  by  microbes  (streptococcus  of  Fehleisen),  associating  it  with  the 
lymphangitis  of  syphilis.  This  indicates  the  importance  of  asepsis  in  the 
treatment  of  the  disease. 

Appearance,  Symptoms,  and  Diagnosis.  — The  characteristic 
swelling  and  thickness  of  the  skin  over  the  perineum  and  vulva, 

with  the  large  tumours  that  sub- 
sequently are  formed,  afford  suffi- 
cient evidence  of  the  nature  of  the 
disease.  The  friction  of  the  op- 
posite lips  may  lead  to  ulceration, 
and  occasionally  vegetations  are 
found,  due  to  papillary  hyper- 
trophy. The  tumid  parts  may  be 
attacked  with  erysipelas,  when 
there  will  be  the  usual  symptoms 
of  this  affection.* 

Treatment. — The  sole  treatment 
is  ablation,  in  which  special  atten- 
tion has  to  be  paid  to  the  control 
of  haemorrhage.  In  the  female, 
the  elastic  ligature  and  clamp  may 
be  availed  of.  The  galvano-cautery 
loop  can  also  be  used.  Every  care 
must  be  taken  to  prevent  sepsis  or  suppuration.  The  earlier  an 
operation  is  performed  the  better,  unless  it  be  contra-indicated  by 
such  conditions  as  albuminuria,  anaemia,  dysentery,  or  tumours  of 
the  uterus. 

Tumours  of  the  Vulva,  sarcomatous,  carcinomatous,  fibroma tous, 
and  lipomatous,  are  found  growing  from  the  labium,  nymphse, 
hymen,  and  clitoris.  Such  growths  have  to  be  freely  ablated. 
Perhaps  the  most  commonly  met  with  are  the  lipomata.  They 

* See  Tumours  of  tlie  Vagina,  pp.  863,  864. 


Fig.  541.— Elephantiasis  Vulv^. 
(Pozzi.) 
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present  the  usual  characters  of  lipoma  elsewhere.  If  small,  they 
might  be  mistaken  for  hernia,  but  they  are  not  reducible.  They 
are  round  in  shape,  somewhat  soft,  and  give  a sense  of  fluctuation. 
They  are  frequently  pediculated.  There  is  no  difficulty  in  their 
removal.  Should  they  involve  the  inguinal,  and  extend  into  the 
vaginal  canal,  they  must  be  carefully  enucleated,  and  bleeding 
checked  by  forcipressure. 

Hernia  of  either  the  ovary  or  intestine  may  occur  into  the 
labium.  Its  descent  by  the  unobliterated  canal  of  Nuck  is  analo- 


gous to  the  corresponding  descent  of  the  intestine  in  inguinal  hernia 
in  the  male.  The  bowel,  if  not  strangulated,  can  generally  be 
reduced  in  the  recumbent  posture  by  taxis.  The  possibility  of  this 
accident  must  be  remembered  by  the  surgeon  before  he  proceeds 
to  open  an  assumed  abscess  or  cyst  of  the  labium.  Cysts  of  the 
round  ligament  are  liable  to  be  mistaken  for  hernia.  These  cysts 
may  be  due  either  to  effusion  of  blood  in  unobliterated  canals  in 
the  ligament,  or  to  distension  of  the  vaginal  process  of  the  peri 
toneum,  the  inguinal  portion  being  obliterated.  Such  cysts  are  apt 
also  to  be  mistaken  for  cystic  distension  of  the  vulvo-vaginal  gland. f 
Hydrocele,  or  an  accumulation  of  fluid  in  the  canal  of  Nuck,  is  of 
rare  occurrence.  It  may  be  sacculated  if  the  abdominal  opening  of 
the  canal  be  closed,  otherwise  the  fluid  can  be  pressed  out  of  the 

sac.  The  error  of  mistaking  it  for  hernia,  tumour,  or  abscess  has 
not  infrequently  been  made. 


Hydrocele  of  the  processus  vaginalis  may  appear  as  a cyst  of  the 
round  ligament,  and  be  confounded  with  true  peritoneal  hydrocele. 
It  also  may  cursorily  be  mistaken  for  an  inguinal  hernia.  Other 
tumours  of  the  round  ligaments  occur,  either  independently  of,  or 
associated  with,  inguinal  hernia.  These  tumours  develop  in  the 
inguinal  canal,  and  are  of  a myomatous  or  myo-sarcomatous  nature. 
Howard  Kelly  has  recorded  an  interesting  case  of  pseudo-myxoma 

consequent  upon  rupture  of  an  ovarian  cyst,  and  also  a myoma  of 
the  round  ligament. 

Already  j the  possibility  lias  been  referred  to  of  confusing  hernia 
with  hydrocele  of  the  round  ligament,  and  a case  instanced  in 
which  this  occurred.  I also  pointed  out  the  structures  in  the 
round  ligament,  which  explain  the  occurrence  of  hernia  or  cysts  in 
connection  with  it  (p.  20).  By  these  anatomical  data  we  can  explain 
the  presence  of  intestinal  hernia,  epiplocele,  hydrocele,  incarcerated 


* See  Salpingocele,  p.  082. 

X pp.  3 and  20. 


See  Vaginal  Cysts. 
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ovary,  and  a cyst  or  fibroma  in  the  canal  and  labium.  The  diagnosis 
is,  as  in  the  cases  recorded  by  me,*  not  always  easy.  Pozzi,  in 
speaking  of  the  fluid  contained  in  cysts  in  the  canal,  says  that  the 
persistence  of  the  canal  of  Nuck  is  looked  upon  by  most  authorities 
as  explaining  the  presence  of  such  cysts,  though  this  is  denied  by 
Duplay,  and  Schrceder  has  reported  a case  in  which  he  was  able  to 
return  the  fluid  into  the  abdomen,  thus  demonstrating  a communi- 
cation of  the  cyst  with  the  peritoneal  cavity,  and  establishing  a 
resemblance  to  congenital  hernia  in  the  male.  As  will  be  seen,  this 
is  exactly  what  occurred  in  one  case.  Sometimes  the  cyst  may 
be  seated  in  the  interior  of  the  round  ligament.  This  may  be  due 
(Weber)  to  a persistence  of  the  female  gubernaculum  in  its  foetal 
form. 


Cysts  of  the  Round  Ligament. 

A woman,  aged  26,  unmarried,  consulted  me  for  a swelling  in  the 
right  groin.  This  she  first  noticed  some  months  previously  ; it  gave 
her  little  pain,  but  it  varied  in  size.  On  examination  I found  a 
swelling  in  the  right  inguinal  region,  extending  almost  into  the 
labium.  There  was  an  impulse  on  coughing,  and  by  steady  pressure 
in  the  horizontal  position  the  swelling  was  reduced  and  practically 
disappeared.  This  collapse  of  the  tumour  puzzled  me,  as  I had 
rather  inclined  to  the  view  that  I was  dealing  with  a hydrocele  of 
the  round  ligament.  It  was  not  possible  for  her  to  undergo  an 
operation  at  the  time,  so  I devised  a special  horseshoe  air-pad  truss 
to  be  worn  over  the  abdominal  ring.  This  she  wore  for  several 
months,  when  I again  saw  her,  and  then  I found  that  the  swelling 
had  practically  disappeared.  1 advised  that  she  should  still  wear 
the  truss.  Shortly  after  this  she  had  serious  domestic  trouble,  and 
lost  flesh.  The  truss  slipped  up  from  the  position  I had  intended 
it  to  be  worn  in,  and  the  swelling  reappeared  again,  and  now 
gradually  increased  to  the  size  of  a large  pigeon's  egg.  W hen  I 
next  saw  her  I found  this  swelling  was  tense,  partly  occupied  the 
labium  majus,  and  was  not  now  influenced  by  pressure.  I advised 
operation.  On  dissecting  down  to  the  surface  of  the  sac,  this  was 
seen  to  be  of  a deep  blue  colour.  The  wall  consisted  of  a thin 
membrane,  and  was  covered  with  vessels.  It  had  much  the  appear- 
ance of  the  wall  of  a hernial  sac.  On  opening  it,  fluid  blood  escaped. 
The  sac  was  attached  to  the  round  ligament,  and  had  formed  adhe- 
sions in  the  canal  up  to  the  internal  abdominal  ring.  1 dissected 

* Brit.  Gyn.  Soc .,  May.  1903. 
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out  the  sac  and  explored  the  internal  ring,  which  I found  empty. 
It  was  clear  that  the  canal  of  Nuck  was  j^atent,  and  that  the  cyst 
was  a hydrocele,  into  which  the  blood  had  escaped.  The  round 
ligament  was  drawn  forwards  and  fixed  at  the  internal  rinir,  which 
was  then  closed,  and  the  canal  itself  was  obliterated  by  a series  of 
cross  sutures  which  included  the  round  ligament.  The  wound 
healed  aseptically. 

In  the  second  case,  a lady  suftered  from  disease  of  the  adnexa 
and  incontinence  of  urine  due  to  exaggerated  anteflexion  of  a liyper- 
tiophic  uterus  \ there  was  also  what  I believed  to  be  an  irreducible 
hernia,  though  with  the  experience  of  the  last  case  before  me  a 
qualified  diagnosis  was  given.  Here  also  the  tumour  varied  con- 
siderably in  size.  After  the  operations  of  salpingo-obphorectomy 
and  fixation  of  the  uterus  were  completed,  and  the  abdominal  wound 
was  closed,  I opened  the  inguinal  canal  and  found  an  isolated  cyst, 
about  the  size  of  a small  walnut,  on  which  the  round  ligament  was 
spiead,  and  to  which  it  was  attached.  There  was  no  funicular 
process  of  peritoneum  as  in  the  last  case,  the  internal  ring  and  the 
parts  above  the  cyst  being  normal  in  their  appearance  and  relations. 
The  cyst  was  dissected  out  and  the  canal  closed  in  the  same  manner. 
Recovery  was  perfect. 

We  have  here  examples  of  two  distinct  types  of  round  ligament 
cysts  ; the  one  obviously  the  consequence  of  a permanent  canal  of 
Nuck  and  connected  with  the  persistent  peritoneal  process,  for  when 
I first  saw  the  patient  the  fluid  was  evidently  returnable  into  the 
peritoneal  cavity.  The  other  cyst  originated  most  probably  in  the 
areolar  tissue  in  the  round  ligament,  or  possibly  from  a persistent 
embryonic  gubernaculum.  Either  of  these  forms  of  cyst  of  the 
round  ligament  is  liable  to  be  mistaken  for  hernia,  or  the  latter, 
possibly,  for  an  incarcerated  ovary  ; a more  serious  error,  as  in  the 
first  case  I related,  is  that  hernia  may  be  mistaken  for  a cyst  or  a 
hydrocele.  Under  any  circumstances,  the  safe  rule  for  every 

dubious  swelling  in  the  inguino-labial  region  in  a woman  is  to 
operate. 


Epithelioma  and  Chancroid. 

In  the  differentiation  of  epithelioma  of  the  vulva  from  chancroid,  the 
following  tabular  composition  of  the  two  diseases  is  useful.  It  has  been 
drawn  up  by  Davis  of  Atlanta. 
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Epithelioma. 

Age. — Usually  occurs  later  in  life, 
after  35  years.  There  are  cases  re- 
corded as  occurring  before  20  years 
of  age.  These  are  rare. 

Heredity. — History  of  malignant 
disease  of  ancestors. 

Location. — When  confined  to  cer- 
vix, most  frequently  found  at  the  site 
of  a previous  laceration. 

Frequency.  — Not  of  rare  occur- 
rence. Married  women  and  those 
having  borne  children  suffer  oftenest. 

Development. — Usually  slow  at  first. 
Begins  as  a hard  elevation  or  nodule. 

Number. — At  first  a simple  ulcer, 
until  the  glandular  tissue  breaks 
down,  forming  another. 

Auto-inoculation. — Questionable. 

Colour.  — Dirty,  with  livid  edges 
covered  over  with  broken-down  tissue. 
Discharges  a foetid  ichorous  fluid, 
very  irritating. 

Hydrorrhoea  and  Haemorrhage. — No 

tendency  to  cicatrization.  Extends 
in  direction  of  vagina  and  uterus. 

Buboes. — Late.  Multiple  enlarge- 
ment of  glands. 

Microscope.  — Shows  presence  of 
epithelial  scales  in  so-called  nests. 

Cachexia. — Marked — in  the  later 
stages  of  the  disease. 


Chancroid 

Occurs  usually  early,  but  may  be 
observed  in  the  old. 

Plays  no  part. 

On  lower  fourth  of  vagina,  and 
sometimes  on  cervix. 

Rare.  Prostitutes,  or  married  women 
who  become  infected  by  their  hus- 
bands, are  affected. 

Rapid.  Begins  as  a pustule, 
rapidly  becoming  an  ulcer. 

May  be  single  at  first,  but  rapidly 
becomes  multiple. 

Auto-inoculable,  producing  charac- 
teristic chancroid. 

Yellow,  tawny,  and  discharging  a 
yellow  pus. 

No  hydrorrhoea ; little  haemor- 
rhage. Evidences  of  cicatrization  on 
vaginal  and  cervical  surface. 

Occur  early  and  suppurate,  as  a rule. 
Usually  single. 

Absence  of  these. 

Usually  absent. 


Solid  Tumours.* 

Fibromyoma,  myxoma,  lipoma,  sarcoma,  tubercle,  papilloma,  con- 
dyloma, molluscum,  polypus,  may  occur  in  the  vulva. 

Enormous  pendulous  tumours  have  been  recorded  as  growing  from  the 
vulva,  such  as  encapsulated  fibromyoma  (Reverdin),  molluscum  pendulum, 
pediculated  polypus  (Moclaire).  One  of  the  latter  reached  as  far  as  the 
inner  condyle  of  the  femur,  thirteen  inches  in  length.  In  its  point  of  greatest 
diameter  it  measured  twenty-five  inches.  Large  pediculated  myxomatous 
tumours  have  been  recorded  (Kortright). 

Lupus  and  Tubercle. — See  chapter  on  Tubercle. 

* See  Tumours  of  the  Vagina  and  Clitoris. 
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Vaginismus. 

Vaginitis. 

„ simple. 

,,  follicular. 

,,  granular. 

,,  gonorrhoeal. 

,,  diphtheritic. 

Malformation. 

Atresia. 

Partial — Congenital  and 
acquired. 

Complete — Congenital  and 
acquired. 

Injuries  resulting  in  cicatricial 
contractions  and  adhesions. 
Syphilis. 

Prolapse. 

Tuberculosis. 

Cancer. 

Cysts. 


Fibromyoma. 

Myoma. 

Lipoma. 

Adeno-fibroma. 

Foreign  bodies. 

Abscess  in  the  urethro-vaginal 
septum.* 

Varicocele  of  the  recto-vaginal 

O 

septum,  f 
Rupture. 

Chorion-epithelioma. 


Fistul 

se. 

” 

vesico- vaginal. 

a 

urethro-vaginal. 

” 

u rethro-vesico- vaginal . 

>> 

vesico-uterine. 

recto- vaginal. 

perineo- vaginal. 

}> 

peritoneo-vaginal. 

Vaginismus.  Vaginismus  is  one  of  those  terms  unfortunately 
employed  to  designate  a disease,  when  it  should  only  be  used  as 
descriptive  of  a symptom  that  may  be  due  to  several  morbid  or 
abnormal  conditions,  both  of  the  vulvar  orifice  and  vagina.  The 
spasm  attending  the  vaginismus  has  been  looked  on  as  a ‘ neurosis 
of  motion  ’ (Matthews  Duncan).  There  can  be  no  doubt  that  we 
find  this  symptom  associated  with  morbid  apprehensiveness  of 
touch  or  intercourse  in  women  whom  we  describe  generally,  if 
somewhat  loosely,  as  • neurotic,’  or  by  the  equally  vague  and  general 
term,  < hysterical.’  < Hyperesthesia  of  the  vulvar  outlet  ’ expresses 

* See  chapter  on  the  Urethra.  t See  chapter  on  the  Rectum. 
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the  condition  correctly.  The  muscles  said  to  be  principally  affected 
are  the  bulbo-cavernosi  and  the  levator  ani,  but  the  entire  muscular 
structure,  voluntary  and  involuntary,  including  frequently  the 
abductors  of  the  thigh  and  the  glutei,  are  occasionally  involved  in 
the  spasm.  There  is  a state  of  extreme  irritability  of  the  nerves 
supplying  the  vulvar  orifice  and  the  vagina,  and  this  irritability  is 
often  associated  with  a vascularity  of  the  vestibule,  and  a condition 
that  Tait  described  as  ‘serpiginous  vascular  degeneration .’ 

Causation. 

Hysteria. 

Vulvar  hyperesthesia  (Tillaux). 

Slight  ulceration  of  the  vulvar  orifice. 

Serpiginous  vascular  degeneration  of  the  vestibule  (Tait). 

Fissures. 

Disproportion  between  the  size  of  the  vaginal  orifice  and  the 
male  organ. 

Caruncle  of  the  urethra. 

Chronic  vaginitis. 

Chronic  endometritis. 

Coccygodinia. 

Masturbation. 

Incomplete  intercourse. 

Uterine  inflammatory  states  and  morbid  discharges. 

It  is  frequently  associated  with  a disorder  of  menstruation. 

Hilton  and  More  Madden  dwelt  on  the  nerve  supply  of  the 
sphincters  (vaginal,  rectal,  urethral),  and  the  part  played  by  the 
common  innervation  of  these  orifices.  It  is  urged  that  in  vagi- 
nismus the  lesion  in  the  sensitive  filaments  of  the  internal  pudic 
nerve,  distributed  to  the  vulva,  vagina,  and  anus,  is  the  cause  of 
the  reflex  spasm  and  pain.  There  is  an  important  anatomical 
defect,  to  which  Hegar  and  Kaltenbach  have  drawn  attention,  that 
in  itself  may  cause  ineffectual  intercourse,  viz.  the  position  of  the 
vaginal  orifice,  which  is  placed  too  far  forwards  in  consequence  of 
too  great  pelvic  obliquity.  In  some  women  the  clitoris,  also,  is 
abnormally  placed,  and,  lying  more  in  front,  there  is  not  the  same 
natural  sexual  gratification  as  when  it  is  in  the  normal  position. 
Such  women  complain  that  intercourse  has  little  or  no  pleasurable 
effect.  Yet  they  often  conceive  and  bear  children. 

The  cases  are  frequent  in  which  coitus  is  prevented  through  a 
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vaginitis  that  commences  shortly  after  marriage  from  incomplete 
and  repeated  efforts  on  the  part  of  the  husband.  This  may  be  due 
to  rigidity  of  the  hymen,  a contracted  outlet,  or  some  previous 
sensitiveness,  consequent  upon  an  old  leucorrhoea  and  slight  cervical 
erosion  that  has  passed  unnoticed.  A muco-purulent  discharge 
commences,  the  vulva  is  swollen,  or  small  erosions  appear  on  the 
]ips,  and  the  follicles  stand  out  as  little  purulent  points  on  the 
mucous  surfaces.  Here  intercourse  is  impossible,  or  only  completed 
with  great  pain.  The  woman’s  health  of  mind  and  body  suffers, 
and  the  happiness  of  married  life  is  interrupted. 

I have  treated  many  such  cases,  in  some  of  which  coitus  had  to  be 
abandoned  for  as  long  as  two  or  three  years  after  marriage.  The  uterus  in 
one  case  was  tented  and  superficially  curetted ; an  erosion  of  the  cervix  was 
cured  by  nitric  acid  application ; the  aphthous  and  eroded  spots  on  the  vulva 
and  about  the  urethra  were  touched  with  carbolic  acid,  and  vaginal  glass 
dilators  were  used  both  to  keep  the  vagina  dilated  and  as  rests.  Within  two 
months  from  the  commencement  of  the  treatment  the  patient  was  pregnant. 

Impotence  in  the  Husband  a Cause. — A patient  consulted  me,  some  years  since, 
and  gave  the  following  history.  She  had  married  six  months  previously.  Her 
husband  had  never  had  a complete  erection.  This  led  to  frequently  repeated 
and  futile  attempts  at  intercourse.  Of  late  any  attempt  at  this  produced  great 
pain.  On  examination  I found  a catarrhal  discharge  pouring  from  the  highly 
initable  and  vascular  vulva.  The  general  health  had  also  deteriorated.  On 
further  inquiry  I detected  in  the  husband  a spinal  lesion,  which  explained  the 
impotence.  This  is  but  an  example  of  similar  cases  that  not  infrequently  seek 
advice,  in  which  ineffectual  and  awkward  coitus  has  gradually  produced 
hyperesthesia  and  irritability  of  the  vulva  muscles.  The  same  general  con- 
dition may  follow  upon  intentional  suppression  of  emission  in  order  to  prevent 
conception.* 

Symptoms  and  Physical  Signs. — The  slightest  touch,  even  with  a 
feather,  of  the  mucous  membrane  of  the  vulva,  causes,  in  aggravated 
cases,  pam  and  spasm.  Examination  with  the  finger  without 
cocaine  or  an  anaisthetic  is  impossible.  Sexual  intercourse,  at  first 
painful,  becomes  ultimately  intolerable,  and  all  sexual  desire  is  lost. 

On  examination  of  the  external  genitals  we  may  discover  in  some 
exquisitely  sensitive  spot  the  source  of  the  pain  and  dyspareunia. 

I he  margins  of  the  hymen  in  married  women  may  be  hypertrophied. 
We  may  detect  a fissure  at  the  fourchette,  some  small  ulcers  about 
the  hymen  or  near  the  urethral  orifice,  or  an  irritable  caruncle  of  the 
urethra  and  general  vascularity  of  the  vulvar  orifice.  In  any  case 
of  vaginismus  where  we  cannot  discover  a local  cause  for  the  spasm 
m the  vulva  or  vagina,  a careful  exploration  of  the  rectum  should 

* See  chapter  on  Sterility. 
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be  made.  In  many  cases  there  is  rigidity  of  the  sphincter  ani. 
This  chronic  condition  of  rectal  spasm,  Sims  says,  is  pathognomonic. 
We  may  find  the  source  of  the  affection  in  some  ulcer,  fissure,  or 
hemorrhoidal  state  of  the  rectum  or  anus.  In  connection  with  this 
fact,  it  must  be  remembered  that  excessive  sexual  indulgence  may 
predispose  to  a hemorrhoidal  condition  of  the  rectum. 

Diagnosis. — This  is  easily  made,  and  the  history  of  the  case  is  of 
itself  sufficient  to  indicate  the  affection. 

Treatment  may  be  divided  into  general  and  local. 

The  General  Treatment  consists  of — 

Avoidance  of  intercourse. 

Change  of  air. 

Sea-bathing. 

Warm  alkaline  baths  of  bicarbonate  or  salicylate  of  soda  and 
starch,  using  a bath  speculum  in  the  vagina. 

Exercise.  (Especially  horse  exercise.) 

Avoidance  of  a too  stimulating  diet. 

Administration  of  Tonics  ; 

Bromides,  with  valerian. 

Bromide  and  valerianate  of  zinc. 

Local  treatment  : 

Warm  vaginal  washes  of — 

Bicarbonate  with  salicylate  of  soda. 

Borate  of  soda. 

Glycothymolin  or  formolyptol. 

Perchloride  of  mercury  (1  in  5000). 

Laudanum  (3b  in  Oi.). 

Chloral  (gr.  xx. — xxx.  in  Oi.). 

Solution  of  subacetate  of  lead  (5!.  in 

Oii.). 

Tincture  of  calendula  (^ss.  in  3X0- 

Lanolated  Creams  of — 

Cocaine  (2-4  per  cent.). 

Belladonna  Extract  (gr.  x.  ad  ^i.). 

Morphia  (gr.  v.  ad.  ^h). 

Atropia  (gr.  ii.  ad.  ^h)* 

Iodoform  disguised  with  coumarin  (gr.  xx. — 31V.). 

Yasol  Iodine— Ichthyol. 

A vaginal  dilator  or  rest  may  be  worn  at  night,  and  also  for  some 


Suppositories — 

Cocaine  (gr.  ii.). 
Morphia  (gr.  i.). 
Belladonna  ext.  (gr.  ii.). 
Iodoform  (gr.  v.). 
Hyoscyamusext.  (gr.  x.). 
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time  in  the  day.  It  can  be  retained  in  its  place  by  a perineal 
bandage. 

Medicated  glycerine  tampons,  with  chloral  and  cocaine  or  ichthyol, 
may  be  worn  at  night. 


Fig.  542. — Solid  Glass  Dilator  and  Rest  of  Author. 

Made  in  four  sizes.  I find  these  far  more  effectual  than  the  light,  hollow 

rest  of  Sims. 


The  warm  vaginal  douche  may  lie  used  night  and  morning,  with 
alkaline,  sedative,  or  astringent  lotions  added. 

Applications — 

Cocaine  (5-10  per  cent.). 

Solution  of  nitrate  of  silver  (gr.  xx.  ad  ,5i.)  applied  to  the  vaginal 
walls. 

The  fused  stick  of  nitrate  of  silver  lightly  touched  to  the 
eroded  or  sensitive  parts. 

Carbolic  acid,  used  in  the  same  way. 

Operative  Measures. — To  dilate  the  vagina,  a diverging  and 
conical  Cusco’s  bivalve  vaginal  speculum  with  obturator  may  be 
used.  The  patient  having  been  anaesthetized,  the  vulvar  orifice  is 
dilated  with  the  thumbs,  and  the  speculum  is  inserted.  I prefer  my 
solid  glass  dilator.  It  is  left  in  the  vagina  for  some  hours  after  it 
has  been  first  passed.  For  a few  days  subsequently  the  dilator  can 
be  gently  introduced,  and  retained  in  position  with  a T -bandage 
for  an  hour  or  more.  The  patient  can  then  pass  it  herself  daily, 
and  can  keep  it  for  a short  time  in  its  position  with  a diaper 
(Fig.  542). 

Sims  operation  consists  in  ablation  of  the  hymen  and  incision  of  the  perineal 
body.  The  fiist  step  of  the  operation  is  performed  with  a curved  scissors;  the 
second  with  a scalpel,  two  incisions  being  made  through  the  vaginal  tissue, 
one  at  either  side  of  the  mesial  line  of  the  perineum,  both  meeting  in  the 
raphe.  Each  cut  will  be  about  two  inches  long,  i.e.  half  an  inch  or  more  above 
the  edge  of  the  sphincter,  half  an  inch  over  its  fibres,  and  an  inch  from  its  lower 
edge  to  the  perineal  raphe/ 

This  procedure  will  seldom  be  found  necessary  if  the  other  means 
of  treatment  be  carefully  carried  out,  especially  removal  of  the 
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hypertrophied  portions  of  hymen  and  systematic  dilatation  of  the 
vagina. 

More  Madden  advocates  Emmet’s  modification  of  Sims’  operation — by  means 
of  the  finger  within  the  anus.  The  sphincter  ani  is  pressed  against  the  posterior 
wall  of  the  vagina,  and  with  a scissors  the  fibres  encircling  the  vagina  on 
each  side  are  freely  divided  under  the  mucous  membrane. 

Obviously,  all  special  applications  will  fail  if  we  do  not  recognize 
and  treat  any  diseased  condition  of  uterus,  vagina,  or  vulva 
which  causes  or  complicates  the  vaginismus.  The  state  of  the 
urine  must  be  carefully  inquired  into,  any  uterine  discharge 
attended  to,  any  vascular  urethral  growths  removed,  and  small 
ulcerations  and  fissure  of  the  vaginal  orifice  be  healed.  These 
cases  are  frequently  cured  by  parturition.  At  times  the  essentially 
neurotic  nature  of  the  complaint  is  shown  by  the  return  of  the 
symptoms  after  labour. 

To  show  the  importance  of  examining  the  urine  in  cases  of  vaginal  irritation, 
I hereby  give  the  analysis  of  a few  specimens  selected  from  cases  in  which  the 
irritation  was  unequivocally  due  to  the  urinary  secretion  : — 

Urine  of  Patients  suffering  from  Severe  Hyperaesthesia,  Pruritus  Vulvae, 

and  Slight  Vulvitus. 

No.  I.  was  pale  lemon-coloured,  turbid,  and  deposited  on  standing  a mixed 
sediment. 

No.  II.  had  a similar  colour,  but  was  more  turbid,  and  gave  a larger  deposit 
on  standing  a short  time. 

Their  analysis  gave  the  following  results  : — 


No.  6. 

No.  7. 

Specific  gravity 

. 1016 

1021 

Reaction  ....... 

. Acid. 

Acid. 

Total  solids,  per  cent 

. 3-70 

4-90 

„ urea,  per  cent.  ..... 

. 1T4 

1-82 

„ uric  acid,  per  cent.  .... 

. 0-05 

0-06 

„ acidity,  per  cent.  .... 

. 0*42 

0-39 

„ sugar,  per  cent.  .... 

. o-oi 

0-005 

„ phosphoric  anhydride  as  phosphate  . 

. 0-39 

0-36 

„ chlorine  as  chlorides  .... 

. 0-32 

0-63 

The  deposit  from  No.  I.  was  isolated,  and  there  were  rosette  prisms  of 
ammonio-magnesium  phosphate,  hexagons  of  uric  acid,  mucus,  epithelium,  and 
debris. 

The  deposit  from  No.  II.  was  ammonio-magnesium  phosphate,  calcium  phos- 
phate, octahedral  calcium  oxalate,  acicular  uric  acid,  a few  globules  of  fat. 


mucus,  epithelium,  and  debris. 

No.  8. 

Specific  gravity  .......  1026 

Reaction Acidulous. 

Total  solids,  per  cent 6- 11 

„ urea,  per  cent.  ......  1 '42 
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Total  uric  acid,  per  cent. 

„ acidity,  per  cent 

„ phosphoric  anhydride  as  phosphate 
„ chlorine  as  chlorides 

,»  sugar 

,,  albumen  ...... 


No.  8. 

0-08 

0-87 

0-55 

0-54 

0-03 

A faint  trace. 


This  ‘ evening  ’ urine  was  excessively  acid  and  super-phosphatic. 

The  deposit  contained  was  octahedral,  and  dumb-bell  forms  of  calcium  oxalate, 
spheroids  of  sodium  urate,  rhombs  of  calcium  phosphate,  a few  pus  granules, 
mucus,  epithelium,  and  urinary  debris. 


Urine  of  Patient  suffering  from  Follicular  Vulvitis. 


Urine  of  patient  suffering  from  chronic  and  recurrent  follicular  vulvitis,  with 
severe  irritation  and  pruritus  : — 


Reaction  . 
Specific  gravity 
Urea,  per  cent. 
Sugar,  per  cent. 
Albumen 
Acidity  . 


. Acidulous. 
1021 
1-7 
025 

. A faint  trace. 
0-032 


The  deposit  contained  abundance  of  vesical  mucus  and  epithelium,  a few  pus 
granules,  stellate  or  rosette  masses  of  the  acicular  crystals  of  uric  acid  coloured 
with  uroxanthin  and  fat  globules. 

The  albuminous  reaction  of  the  urine  may  have  originated  from  the  serum 
of  pus. 

The  sugar  was  estimated  volumetrically  by  Pavy’s  ammoniacal  copper  test. 


Urine  of  Patient  suffering  from  Vaginal  Hyperaesthesia  and  Irritation. 


Specific  gravity  . . 

1027 

Reaction  ........ 

. Acidulous 

Total  solids,  per  cent 

0-35 

„ urea,  per  cent.  ..... 

2-40 

„ uric  acid,  per  cent.  .... 

0T0 

„ acidity,  per  cent 

1-17 

„ sugar,  per  cent 

0 03 

„ phosphoric  anhydride  as  phosphates 

0-80 

„ chlorine  as  chlorides 

0-42 

The  deposit  consisted  of  sodium  and  ammonium  urates,  uric  acid,  ammonio- 
magnesium  phosphate,  mucus,  epithelium,  and  de'bris. 

A highly  acid  and  superphosphate  urine  loaded  with  urates,  and  slowly 
changing  into  phosphates  and  free  uric  acid. 

Gaillard  Thomas  and  Sims  proposed  in  those  cases  where  the  marital  act  is 
impossible  fiorn  the  attendant  pain,  to  anaesthetize  the  woman  thoroughly,  in 
the  hope  that  complete  connection,  under  these  circumstances,  might  result 
in  pregnancy. . Mann,  objecting  to  this  suggestion,  says  that  even  if  pregnancy 

should  occur  in  such  cases  it  does  not  cure  the  vaginismus,  which  returns 
after  it  has  terminated. 


844 


DISEASES  OF  WOMEN. 


Vaginitis. 

The  clinical  division  of  vaginitis  into  constitutional  and  local  is 
most  important  from  a practical  point  of  view.  It  is  natural  that, 
in  the  anxiety  to  cure  this  troublesome  and  often  obstinate  local 
disorder,  the  constitutional  state  behind  it  should  occasionally  be 
overlooked.  We  are  not  infrequently  consulted  for  vaginitis  that 
has  1 esisted  active  local  treatment,  and  in  which  errors  of  diet  or 
a disordered  condition  of  the  urinary  organs  have  explained  the 
obstinacy  of  the  inflammation.  The  rectification  of  the  constitu- 
tional error  has  been  the  first  step  towards  the  amelioration  of  the 
local  irritation. 

Varieties. — Vaginitis  is — 


Simple. 

Cystic. 

Granular. 


Acute  or  Chronic. 

Gonorrhoeal. 

Diphtheritic. 

Adhesive. 


Simple  Acute  Vaginitis. 

Causation. — In  practice  the  first  important  point  to  decide  is 
whether  the  vaginitis  be  a primary  affection,  or  secondary  to 
(a)  any  constitutional  error,  (h)  some  local  disorder  in  the  uterus  or 
bladder. 

As  a primary  affection  it  owes  its  origin  most  frequently  to  — 

Exposure  to  cold. 

Traumatic  causes. 

Violent  coitus. 

Pessaries. 

Caustics  and  irritants. 

Pathology. — The  vaginal  mucous  membrane  passes  through  the 
ordinary  stages  of  inflammation  : increased  vascularity,  congestion, 
and  swelling.  At  first  there  is  arrested,  and  secondarily  increased, 
secretion.  This  inflammatory  state  is  attended  by  desquamation  of 
the  epithelium,  and  the  presence  of  mucus  with  pus.  Frequently 
this  stripping  of  the  epithelium  leads,  from  the  irritation  of  accumu- 
lated acrid  discharge,  to  ulceration.  In  patients  whose  general 
health  is  impaired,  and  who  contract  vaginitis  through  the  irritation 
of  purulent  discharges  from  the  uterus,  membranes  of  a diphtheritic 
character  may  form  on  the  mucous  surface.  These  same  membranes 
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are  sometimes  found  in  connection  with  the  exanthemata.  Adhesions 
and  contractions  may  result,  which  almost  completely  occlude  the 
canal — adhesive  vaginitis. 

Symptoms. — Acute  vaginitis  reaches  a climax  in  from  eight  to  ten 
days.  It  commences  with  a sense  of  heat  and  burning  in  the  vagina, 
and  a frequent  desire  to  pass  water.  There  is  a muco-purulent 
discharge,  which  occasionally  is  foetid.  Pelvic  and  vaginal  pain  or 
perineal  throbbing  follows.  Scalding  and  smarting  sensation  during 
micturition,  with  excoriation  of  the  vulva,  are  frequent  attendants. 
The  acrid  mucus  secreted  in  chronic  vaginitis  is  destructive  to  sper- 
matozoa, preventing  conception. 


Follicular  Vaginitis. 

Occasionally  small  follicular  cysts  are  found  in  the  neighbourhood 
of  the  cervix  uteri  in  either  fornix.  They  are  treated  in  the  same 
manner  as  directed  for  the  cervical  follicles,  incised  and  curetted. 
The  small  cavity  is  touched  with  a line  probe  point  dipped  in  carbolic 
acid  A 


Granular  Vaginitis. 

Causation. — In  this  variety  a ‘ granular  ’ condition  of  the  mucous 
membrane  follows  the  acute  inflammation.  The  papillae  are 
enlarged  ; the  mucous  follicles  also  are  hypertrophied.  It  is  more 
often  associated  with  pregnancy.  We  frequently  see  a granular 
state  of  the  mucous  membrane  where  the  inflammatory  condition 
has  arisen  from  gonorrhoeal  discharges,  or  where  endometritis  and 
cystitis  have  complicated  the  vaginitis.  It  is  important  to  recollect 
that  m virgins  in  whom  there  is  no  reason  to  suspect  unchastity 
such  a granular  state  may  be  present  associated  with  discharge. 

Physical  Signs  and  Symptoms. — If  the  vagina  be  cleaned  out, 
and  the  walls  wiped  with  cotton-wool,  so  as  to  remove  all  discharge, 
the  rugae  will  be  seen  enlarged,  and  the  recto-vaginal  and  vesical 
septa  swollen.  The  dark-red,  rough,  granular,  eroded,  and,  here 
and  there,  fissured  appearance  of  the  mucous  membrane,  is  quite 
characteristic  of  this  form  of  vaginitis.  On  wiping  the  surface  of 
the  membrane  with  a sponge  or  cotton-wool,  in  the  earlier  stages  of 
the  disease,  we  find  that  it  bleeds  readily.  The  os  uteri  and  external 
surface  of  the  cervix  are  frequently  engorged  and  granular.  There 
is  considerable  irritation  ; the  patient  awakes  at  night,  disturbed  by 
the  itching,  smarting,  and  heat.  Pruritus  of  the  vulva  is  often 
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present,  aggravating  the  other  symptoms,  and  rendered  more  difficult 
to  treat  in  consequence  of  the  acrid  discharge  coming  from  the 
vagina.  We  must  not  forget  the  possible  complication  of  a com 
mencing  carcinoma  of  the  cervix.  (For  treatment  of  Pruritus,  see 
p.  815.) 

Gonorrhoeal  Vaginitis  (Specific). 

Few  morbid  conditions  of  the  genital  organs  in  a woman  are 
attended  with  such  serious  and  permanent  consequences  as  gonorrhoea. 
Despite  every  care  in  treatment,  the  latent  virus  may  from  time  to 
time  give  rise  to  a variety  of  pelvic  disorders.  When  we  least 
suspect  it  the  gonorrhoeal  taint  is  the  source  of  some  obstinate 
affection  of  the  ovary,  Fallopian  tube,  uterus,  or  pelvic  peritoneum. 
It  is  not  so  much  on  account  of  the  immediate  symptoms  or  distress 
that  we  have  to  regard  gonorrhoea  in  the  female  as  a serious  affec- 
tion, as  from  the  remote  results  which  for  years  after  the  disease  is 
contracted  may  continue  at  irregular  intervals  to  cause  uterine  and 
other  pelvic  trouble. * 

Pyo- salpinx  following  Acute  Gonorrhoea. 

Edebohls  f records  the  history  of  a patient  who  had  specific  urethritis  four 
days  after  intercourse.  Vaginitis,  endometritis,  and  double  salpingitis  rapidly 
followed,  the  latter  being  diagnosed  on  the  tenth  day  after  infection.  At  the 
end  of  four  weeks  acute  pelvic  peritonitis  supervened,  and  the  enlarged  tube  was 
punctured  and  pus  escaped.  Five  weeks  after  infection  the  appendages  were 
removed.  Section  displayed  a pelvic  peritonitis,  with  abundant  exudation, 
from  which  the  left  tube,  containing  about  two  drachms  of  pus,  was  readily 
detached,  on  account  of  its  recent  adhesions.  The  abdominal  end  of  the  tube 
was  found  to  be  widely  distended,  but  glued  to  the  wall  of  the  pelvis.  The 
appendages  of  the  right  side  were  also  removed.  There  was  no  occasion  for 
drainage,  the  abdomen  was  closed,  and  the  patient  promptly  recovered. 

Cullingworth  % has  forcibly  insisted  on  the  effects  of  gonorrhoeal  salpingitis 
in  sealing  up  the  pavilion  of  the  tube  by  adhesive  inflammation.  Should 
this  be  bilateral,  the  consequence  is  sterility,  and  he  argues  that  this  is  one 
explanation  why  prostitutes  are  so  often  sterile.  He  is  on  the  side  of  those 
who  regard  pyo-salpinx  as  a frequent  sequence  of  gonorrhoea,  and  considers  that 
the  views  of  Noeggerath  as  to  the  latency  and  incurability  of  gonorrhoea,  and 
the  possibility  of  such  latent  infection  being  roused  into  activity,  have  not 
received  the  attention  they  deserve.  As  we  have  already  pointed  out  in 
dealing  with  salpingitis,  Cullingworth  notices  the  freedom  of  the  vagina  from 
gonorrhoeal  vaginitis  in  a large  proportion  of  cases,  while  the  ducts  of  the 

* See  Gonorrhoeal  Proctitis. 

f New  York  Jour,  of  Gyn.  and  Obstet.,  Dec.,  1891. 

X Brit.  Med.  Jour..  July  20,  1889. 
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vulvo-vaginal  glands,  and  the  mucous  surfaces  of  the  vulva,  are  frequently 
attacked.  It  is  the  mucous  membrane  of  the  cervix  uteri  that  is  the  more 
special  site  of  the  inflammation.  This  fact  accounts  for  the  more  serious  and 
permanent  adnexal  complications  of  gonorrhoeal  inflammation.  We  have 
already  seen  how  syphilis  may  be  associated  with  gonorrhoea,  and  that  possibly 
the  syphilitic  poison  may  be  masked  by  it. 

With  all  these  observations  I entirely  concur.  I quote  them  here  to 
support  the  view  I have  taken  in  past  editions  of  this  work  of  the  etiological 
importance  of  gonorrhoea,  both  acute  and  latent , as  one  of  the  many  potent 
sources  of  pelvic  disorders  in  the  female. 

Gonorrhoeal  Infection  in  Childbed.— Leopold  * insists  on  the  possibility  of 
the  fever  of  childbed  being  originated  by  the  gonorrhoeal  virus,  which  latter 
has  been  present  previous  to  the  confinement  in  the  vaginal  discharges. 
rlhus  the  condition  may  arise  quite  independent  of  any  vaginal  examination. 


Diagnosis. — This  must  depend  on  the  history  of  the  case,  the 
examination  of  the  husband,  the  intensity  of  the  symptoms,  and  the 
transmission  to  the  male  from  intercourse.  It  is  necessary  to  lay 
special  stress  on  the  extreme  care  with  which,  should  we  suspect 
gonorrhoea  in  a married  woman,  we  must  investigate  the  case.  The 
gonococcus  of  Neisser  ( Merismopedia  gonorrhoea)  should  be  sought  for 
in  the  discharge. f 


There  are  two  facts  which  have  a very  important  bearing  on  the 
differentiation  of  this  affection. 

1.  Other  causes  in  the  woman  than  that  of  gonorrhoea  may 
originate  blenorrhoeal  discharge  in  the  male.  This  is  more  likely  to 
occur  in  men  of  a gouty  temperament,  and  who  may  have  had  some 
latent  urethritis  existing,  of  a non-specific  nature.  This  I have 
frequently  noticed. 

‘ I have  seen,’  says  Sims,  ‘ many  cases  of  urethral  inflammation  in 
the  husband  that  were  unquestionably  contracted  from  the  wife, 
who,  however,  had  merely  a leucorrhcea  of  an  acrid  character.’ 

Guerin  explains  the  fact,  well  known  in  practice,  that  women  who 
are  apparently  healthy,  and  who  may  fancy  themselves  to  be  so, 
often  convey  infection  by  the  localization  of  the  disease  in  the  upper 
part  of  the  vagina  and  the  vaginal  cul-de-sac. 

2.  We  may  have  little  to  guide  us  save  the  intensity  of  the 
symptoms  and  the  urethral  complication,  and  no  collateral  and 
confirmatory  proof,  sufficient  to  warrant  us  in  coming  to  a conclusion  ; 
we  must,  therefore,  be  extremely  cautious  in  expressing  an  opinion 
as  to  the  nature  of  the  disease. 


* Centralb.f.  Gyn.,  1893. 

t It  will  be  remembered  that  the  vaginal  epithelium 
of  the  gonococcus.  (Author.) 


is  hostile  to  the  invasion 
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The  attendant  should  judiciously  frame  an  excuse  for  seeing  either 
the  husband  or  the  wife.  Much  will  depend  on  his  tact  and  discre- 
tion in  extracting  from  either  the  facts  necessary  to  help  him  to 
a conclusion,  without  arousing  suspicions  and  bringing  about  doubts 
of  chastity  and  marital  unhappiness. 

Symptoms  and  Physical  Signs.— Every  symptom  of  simple 
vaginitis  is  exaggerated.  The  onset  of  the  attack  is  more  severe. 
The  discharge  is  more  profuse  and  purulent.  The  local  signs  of 
inflammation  are  intensified,  there  is  greater  scalding  on  passing 
urine,  and  more  swelling  of  the  vulva,  which  may  be  excoriated, 
and  the  discharge  from  it  tinged  with  blood. 

The  morbid  conditions  to  which  gonorrhoea  may  give  rise  are — 

Vulvitis  and  vulvar  abscess. 

Suburethral  abscess. 

Cystitis  and  ureteritis. 

Nephritic  injl animations. 

Metritis. 

Endometritis  ( cervical  and  corporeal) . 

Salpingitis  and  pyo-salpinx. 

Ovaritis. 

Peri-uterine  phlegmon. 

Perimetritis. 

Sterility. 

Bubo. 

Treatment. 

Simple  Vaginitis — Acute  Stages. — Rest  in  bed;  warm  baths; 
vaginal  injections  containing  borate  of  soda,  Condy’s  fluid  ( yi. — Oi.), 
laudanum,  decoction  of  poppy-heads,  belladonna  (such  warm  injec- 
tions are  to  be  used  gently  and  slowly).  The  bath  speculum 
(Fig.  49)  may  be  used  in  a warm  sitz-bath,  to  which  some  car- 
bonate of  soda  and  starch  have  been  added,  and  this  can  be  re- 
peated three  times  in  the  day.  The  warm  vaginal  douche,  to  which 
a little  laudanum  is  added,  will  be  found  to  afford  great  relief. 
These  douches  can  be  used  three  times  daily.  The  nurse  or  the 
patient  herself  can  be  taught  how  to  secure  some  wool  with  a 
speculum  forceps,  and,  having  smeared  it  well  with  some  sedative 
ointment,  to  apply  it  to  the  vaginal  mucous  membrane  after  the 
douche.  At  night  a medicated  glycerine  tampon  of  belladonna  or 
hyoscyamus  and  cocaine  may  be  used.  This  can  be  applied  the  last 
thing  before  going  to  sleep,  and  removed  in  the  early  morning.  Later 
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on  in  the  affection,  tannin  (^ii.  ad  ^i.)  may  be  added  to  the  glycerine, 
and  the  tampon  need  not  be  disturbed  for  twenty-four  hours.  Sleep 
may  have  to  be  secured  by  such  hypnotics  as  trional,  sulphonal, 
paraldehyde,  or  nepenthe.  The  bowel  must  be  kept  free  with  a 
saline  purgative.  The  diet  should  be  non-stimulating,  and  alcohol 
altogether  abstained  from.  If  there  be  urethritis  and  vesical  irrita- 
tion, the  oils  of  cubebs,  copaiba,  or  santal,  prescribed  in  emulsion,  are 
of  service.  They  can  be  given  in  palatinoids  or  capsules. 

Decoction  of  pareira,  and  the  infusions  of  juniper,  uva  ursi,  and 
buchu  may  be  taken.  Diluent  drinks  and  infusion  of  linseed  should 
be  given. 

Second  Stage. — The  acute  stage  over,  mild  astringent  lotions  of 
sulpho-carbolate  of  zinc,  sulphate  of  zinc,  subacetate  of  lead,  alum, 
matico,  “ borolyptol  ” or  “ formolyptol,”  boric,  salicylic  or  tannic 
acid  can  be  used.  Perhaps  the  best  wash  will  be  found  to  be  that 
of  perchloride  of  mercury  (1  in  5000).  This  is  used  three  times  in 
the  day.  The  warm  douche  should  be  continued,  and  the  same 
sedatives  used  to  allay  irritation.  Vaginal  suppositories  of  cocaine, 
belladonna,  tannic  acid,  acetate  of  lead,  or  iodoform,  may  be  used  at 
night.  Any  uterine  complication  should  be  attended  to.  If  there 
be  a fistulous  opening  into  the  vagina  this  should  be  closed.  Should 
the  disease  prove  obstinate,  the  vagina  may  be  mopped  out  with  a 
nitrate  of  silver  solution  or  carbolic  acid  and  glycerine. 

Treatment  of  Granular  Vaginitis— Edis  spoke  highly  of  carbolic 
acid  (3U.  5^*  a(^  V*  glycerine)  in  cases  of  granular  vaginitis.  I 

have  found  excellent  results  from  the  use  of  chloride  of  zinc  (grs. 
xxx.  ad  ji.  glycerine).  The  vagina  is  first  wiped  dry,  and  all  dis- 
eharge  is  lemoved.  It  is  then  packed  with  a tampon  of  dry  absorbent 
cotton-wool.  This  is  left  in  for  a few  minutes,  and  then  withdrawn. 
The  vaginal  walls  are  thus  completely  dried.  A.  Fergusson’s  specu- 
lum is  now  introduced,  and  during  its  withdrawal  the  entire 
vaginal  surface  is  swabbed  with  any  solution  we  wish  to  use.  Thus 
the  greatest  relief  from  the  sense  of  pain,  heat,  and  itching  will  be 
obtained  by  swabbing  the  vaginal  walls  once  with  weak  solutions 
either  of  nitrate  of  silver  or  perchloride  of  mercury,  ten  grains  to  the 
ounce  of  the  former  and  of  a grain  to  the  ounce  of  the  latter.  It 
is  not  necessaiy,  save  in  rare  and  obstinate  cases,  to  use  very  power- 
ful solutions.  On  the  whole,  save  in  very  exceptional  cases,  I think 
it  well  to  abstain  from  strong  and  heroic  remedies  in  vaginitis.  The 
solid  glass  vaginal  rest  will  be  found  a useful  aid  in  dealing  with 
this  affection. 
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Treatment  of  Gonorrhoeal  Vaginitis. — There  are  some  precautions 
which  should  specially  be  observed  in  this  form  of  vaginitis  : — 

1.  In  the  acute  stage  any  forcible  injections  should  be  avoided  and 
simple  soothing  baths  used. 

2.  Before  the  employment  of  an  astringent  lotion,  the  acute  stage 
should  have  completely  subsided. 

3.  The  rectum  should  be  attended  to. 


Fig.  543. — Uterus  Duplex  — Left-sided  HiEMATOMETEA  with  Ovary. 

(Emery  Marvel.) 

The  right  ovary  was  the  size  of  a hen’s  egg,  the  left  that  of  a goose’s  egg — 
both  were  cystic.  The  organs  were  removed  by  supravaginal  hysterectomy.* 

4.  The  patient  should  be  kept  under  observation  for  some  time 
after  the  disease  is  apparently  cured. 

5.  The  chronic  and  relapsing  nature  of  the  affection,  the  liability 
of  the  patient  to  attacks  of  endometritis  and  ovaritis,  as  well  as  the 
latent  character  of  the  gonorrhoeal  virus,  should  not  be  lost  sight  of. 

Great  care  has  to  be  observed  with  regard  to  the  rectum  should 


* Ann.  Gyn.  and  Fed.,  Nov.,  1903. 
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there  be  any  doubt  as  to  the  gonorrhoeal  nature  of  the  attack. 
The  bowel  may  be  infected  by  contact  with  the  discharges,  or  in 
inserting  suppositories  or  administering  injections.  Should  this 
unfortunately  occur,  alkaline  and  antiseptic  washes  must  be  used. 


Atresia  of  Uterus  and  Vagina. 


Partial  or  complete  closure  of  the  vaginal  canal  or  of  the  vulvar 
orifice  may  exist,  either  as  a congenital  malformation  or  an  acquired 
condition.  At  the  same  time  there  often  is  atresia  of  the  uterus. 


Complete  atresia  of  the  uterus  may  be  the  result  of  closure  of  either  the 
external  os  or  internal  isthmus.  If  there  be  closure  of  the  lips  of  the  uterine 
orifice,  the  entire  uterus  is  generally  distended,  the  walls  being  either 
hypertrophied,  or,  on  the  other  hand,  considerably  thinned  (Scanzoni).  If  the 
internal  isthmus  be  closed, 
the  cavity  of  the  body  is 
dilated. 


Congenital  Malforma- 
tions. 


It  is  convenient  here 
to  include  a brief  refer- 
ence to  malformations 
of  the  genitalia.  Ano- 
malies of  the  ovaries 
have  been  already  re- 
ferred to.  From  the 
Wolffian  body  arises  the 
ovary. 

With  regard  to  mal- 
formations of  the  geni- 


tal organs,  the  student 
is  familiar  with  the  de- 
velopment of  the  canal 
of  Muller  and  the  Wolf- 
fian body.  He  will  re- 
member that  from  the 
canals  of  Muller  arise 


Fig.  544. — Didelphian  Uterus,  Vagina  divided 
by  a Partial  (Septum.  (Oliver.) 

«,  right  segment;  b,  left  segment;  c,  d,  ovary 
and  right  round  ligament ; e,  ovary  and  left 
round  ligament ; /,  Fallopian  tube ; g,  left  cer- 
vix; h , right  cervix;  k,  septum  of  double 
vagina  (/,  f). 


the  Fallopian  tubes,  the  uterus  and  vagina,  which  are  in  the 
embryonic  stage  double.  A malformation  of  the  uterus  or  vagina 
may  be  due  to  a defect  in  any  degree  in  the  development  of  the  canals 
of  Muller,  whether  that  defect  be  due  to  simple  arrest,  a fault  of 
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Fig.  545. — Utekus  Didelehys.  (A.  Giles.) 

The  vaginal  portion  drawn  from  nature ; the  supra-vaginal  portion 

semi-diagrammatic. 

development  of  portion  of  the  vagina.  Schroeder  believes  that  when 


fusion,  or  the  suppression  of  either.  We  might  thus  classify  the 
results  of  these  embryonic  accidents  of  development  in  the  adult 
as  follows  : — 

Malformations  of  the  Uterus. 


(a)  Complete  absence  of  uterus  ; ( b ) rudimentary  uterus  ; (c)  bi- 
partite uterus,  in  which  latter  the  neck  may  exist  and  the  defect  be 
in  the  body,  or  there  may  be  an  arrested  development  of  the  latter  ; 
(d)  infantile  uterus  ; (e)  undeveloped  body,  with  preternaturally 
long  and  tapering  neck  ; (/)  foetal  uterus,  in  which  there  is  an 
advance  and  development  on  the  last  named. 


Malformations  of  the  Vagina. 

Absence  of,  complete  or  partial ; according  to  Pozzi,  a rudimentary 
vagina  is  due  to  persistence  of  the  vestibular  canal,  and  arrest  of 
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the  middle  of  the  vaginal  canal  persists,  but  is  closed  above  and 
below,  it  is  consequent  upon  an  obliteration  of  one  of  the  Mullerian 
conduits  at  the  upper  and  lower  end  of  the  canal.  Thus,  whether 
the  malformation  assume  the  form  of  closure  of  the  vagina,  a par- 
titioning of  this  canal  by  a partial  or  complete  septum,  a double 
uterine  orifice  and  neck,  or  any  other  variety  of  uterine  abnormality 
depends  upon  correlative  deviations  from  the  normal  development  of 
the  Mullerian  canals.  The  didelphian  (Ac?  • SeXflvs)  malformation  is 
that  in  which  no  fusion  occurs,  and  in  which  each  separate  neck 
opens  into  its  own  vagina.  If  the  vagina  be  absent  the  uterus  is 
often  abnormally  small,  rudimentary,  or  entirely  absent. 

Malformations  of  the  Hymen. 

In  referring  to  the  hymen,  I have  already  fully  alluded  to  various 
abnormalities  in  its  shape  and  structure.* 

Pozzi  draws  attention  to  the  error  that  may  be  made  in  mistaking  an  over- 
development of  the  hymen  for  nymph®,  and  thus  concluding  that  the  hymen 
is  absent,  but  the  most  common  form 
is  the  labiate  (Brouardel).  A slit  sepa- 
rates two  valves,  passing  backwards 
from  the  vaginal  bulb  in  front.  In  the 
newly  born,  a bougie,  with  a diameter 
of  0-0009  m.,  can  be  passed.  This 
form  may  persist  during  life.  In  a 
child  of  seven  years  a bougie  0-01  m. 
in  diameter  can  be  introduced,  and  in 
a . marriageable  girl  the  finger  pene- 
trates easily.  Brouardel  makes  these 
observations  (most  important  from  the 
point  of  view  of  legal  medicine)  on  the 
hymen  of  young  girls.  During  exami- 
nation with  the  thighs  separated,  the 
membrane  is  so  tense  that  the  finder 
cannot  penetrate,  but  if  they  be  ap- 
proximated the  hymen  folds  itself  like 
a pouch  and  the  posterior  valve  is  depressed,  the  hymeneal  orifice  thus 
becoming  larger  and  more  distensile.  Penetration  offers  no  difficulty,  and 
it  is  well  to  note  that  this  applies  as  much  to  the  penis  of  an  accused  person 
as  to  the  finger  of  an  expert. 

Varieties.  Pozzi  describes  the  following  forms  : (a)  annular  ; (b)  circular 
(' orificentral ) ; (c)  semi-lunar  {orifice  nearer  upper  herder) ; (d)  falciform  ; 
(e)  fleshy  {of  various  shapes );  (f)  fringed;  (g)  fundibuliform ; (h)  hyper- 
trophic ; (i)  divided  {and  no  openings  separated  by  a partition .)•  (j) 

* See  pp.  11,  12. 


Fig.  51G.  — H^mato-colpos,  from 
Atresia  of  the  Vagina.  (Pozzi.) 
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cribriform  ; (k)  columnated  ( continuation  of  the  pillar  of  the  vagina  on  the 
posterior  surface  of  the  hymen).  Pozzi  states  that  in  cases  of  atresia  of  the 
hymen,  when  it  is  said  to  be  imperforate,  it  is  simply  joined  to  an  adhesion 
of  the  vaginal  walls  (hsematocolpos)  which  has  imprisoned  menstrual  fluid, 
and  from  which  it  is  detached  when  this  is  evacuated  (Matthews  Duncan, 
Schrceder,  Godfrey).  To  these  I have  added  “ Folding”  hymen. 

Where  the  introitus  is  contracted,  and  the  hymen  is  a cause  of 
obstruction,  being  persistent  or  having  sensitive  margins,  the 
caruncule  being  also  hypertrophied  or  irritable,  resection  of  the 
hymen  should  be  performed.  By  circumferential  incision,  or  an 
elliptical  one  at  either  side,  the  hymen  is  removed  and  the  edges 
of  the  folds  brought  neatly  together  with  a continuous  gut  suture. 
W hen  the  wound  has  healed,  the  glass  dilator  may  then  be  used  in 
the  instance  of  a woman  to  whom  coitus  has  been  painful. 

Among  the  anomalies  of  structure  noted  are  (1)  excessive  thick- 
ness ; (2)  great  rigidity  ; (3)  vascularity.  Congenital  absence  of 
the  hymen  is  a condition  the  occurrence  of  which  is  to  be  regarded 
with  grave  doubt. 

Atresia  of  the  Uterus. — The  congenital  forms  have  been 
enumerated. 

Acquired  Atresia  of  the  Uterus. — The  more  common  causes 
producing  acquired  atresia  of  the  uterus  are — 

Parturition. 

The  use  of  caustics. 

Operations  on  the  cervix. 

Cervical  endometritis. 

Senile  atrophy. 

Physical  Signs  of  Atresia  of  the  Uterus — 

Absence  of  menstruation. 

Presence  of  a tumour  in  the  hypogastrium. 

A uterine  tumour  felt  through  vagina,  which  gives  a sensation 
of  elasticity. 

Impossibility  of  passing  the  uterine  sound. 

Symptoms. — The  symptoms  will  be  those  which  we  have  already 
considered  as  resulting  from  absence  of  menstruation.  The  patient 
also  suffers  from  the  consequences  of  the  occlusion  of  the  genital 
canal  and  the  local  accumulation  of  blood.  These  are — 

Accumulation  of  blood  in  the  uterus — haematometra. 

Accumulation  of  blood  in  the  Fallopian  tube — pseudo  hemato- 
salpinx (vide  Hemato-salpinx). 
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Accumulation  of  serum  in  the  uterus — hydrometra. 
Perimetritis. 

Pelvic  hemorrhage. 

Vicarious  hemorrhage. 

Rupture  of  the  uterus  or  Fallopian  tube — septicemia  and  sepsis. 


Atresia  of  the  Vagina. — This  condition  is  either  congenital  or 
acquired,. 

Congenital  Atresia. — In  congenital  atresia,  which  is  very  rare, 
there  is  arrest  of  development  leading  to  complete  or  partial 
absence  of  the  vagina. 

The  hymen  may  be  im- 
perforate. In  many 
cases,  though  a super- 
ficial examination  gives 
the  idea  of  complete 
closure  of  the  vaginal 
orifice,  if  care  be  taken 
a small  aperture  will 
be  detected  under  the 
urethra,  and  through 
this  the  menstrual  flow 
has  escaped.  In  such 
a case  of  incomplete 
atresia,  menstruation  is 
frequently  erratic  in 
quantity  and  time  of  re- 
currence. A thorough 

examination  of  the  con-  ^IG'  ^BSENT  Vagina  with  Atresia  of 

-i  • . • . . , the  Uterus.  (Legend.) 

dition  can  only  be  made 

by  means  of  a finger  in  the  rectum,  and  the  sound  passed  into  the 

bladder.  The  urethra  may  take  the  place  of  the  vaginal  canal, 
the  os  uteri  opening  into  it. 


Congenital  Absence  of  the  Vagina. — Formation  of  Vaginal  Cavity.* — Gulmi  f 
reports  a case  in  which  the  internal  genitalia  were  absent,  a translucent 
membrane  closing  the  vaginal  introitus,  in  a woman  aged  29,  who  had  been 
married  for  nine  years  without  having  had  complete  coitus.  The  urethra 
was  normal.  He  performed  a plastic  operation  by  exposing  and  separating 
the  tissues  between  the  urethra  and  rectum  to  the  depth  of  11  cms.  Having 
temporarily  filled  this  cavity  with  iodoform  gauze,  two  days  later  he  grafted 
skin  from  a live  hen  on  to  the  roof  of  the  artificial  canal  which  he  had  made. 

* bee  pp.  17G,  807.  f La  Glinica  Ostetrica,  Dec.,  1902. 
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Aftei  eight  clays  the  grafting  proved  successful.  A median  incision  was  now 
made  along  the  internal  surface  of  the  entire  length  of  the  labia  minora,  and 
above  this  incision  the  upper  halves  were  split  vertically  into  two  parts  of  equal 
thickness.  The  inner  layers  of  each  side  were  grafted  on  to  the  internal 
walls  of  the  freshened  vagina.  When  the  parts  had  healed,  there  was  a 
vaginal  cavity  about  6 cms.  in  depth. 

Yon  ( >tt,  in  a case  in  which  he  removed  a myomatous  uterus  from  a patient 
who  suflered  from  emansio  mensium,  made  an  artificial  vagina  as  follows : — 
dhe  wall  of  the  bladder  was  in  immediate  contact  with  the  rectum,  and 
representing  the  vagina  was  a shallow  groove,  through  the  middle  of  which  ran 
an  obliquely  directed  fold  of  skin,  some  2 cms.  high.  This  fold  of  skin  was 
split  into  two  flaps.  Believing  that  he  had  a hsematometra  to  deal  with,  Ott 
foiced  his  finger  through  this  wound  and  discovered  the  myomatous  uterus, 
filie  flaps  of  skin  at  either  side  were  turned  back  into  the  canal  which  he  had 
made,  and  were  sutured  to  the  peritoneum,  the  opening  being  then  closed.  In 
a year  and  a half  the  artificial  vagina  could  hardly  be  distinguished  from  a 
natural  one. 

Coitus  through  the  Urethra. — In  a case  recorded  by  Breitenfeld  * a patient, 
aged  21,  who  had  never  menstruated,  had  genital  hemorrhage  after  her  first 
coitus,  the  urine  remaining  bloody  for  a considerable  time.  The  breasts  and 
external  genitalia  were  quite  normal.  Below  the  hypertrophied  clitoris  there 
was  a slit  which  admitted  the  index  finger,  which  passed,  without  pain,  into 
the  bladder.  There  was  no  incontinence  of  urine.  The  introitus  was  closed, 
there  being  only  a blind  depression  with  a cicatricial  base,  and  two  blind 
openings  at  either  side  a few  centimetres  deep.  The  sole  evidence  of  internal 
genitals  was  a cord  representing  the  right  ovarian  ligament,  and  a rudimentary 
right  ovary.  The  only  trouble  from  coitus  through  the  urethra  was  occasional 
hematuria. 

Acquired  Atresia. — The  principal  causes  of  acquired  vaginal 
atresia  are — 

Vaginitis. 

Parturition. 

Injuries,  burns,  etc. 

Syphilitic  ulceration. 

Caustics. 

Physical  Signs — 

Absence  of  the  vaginal  canal. 

Absence  of  menstruation  after  puberty. 

Cicatricial  adhesions  in  the  vagina. 

Imperforate  or  persistent  hymen. 

Bulging  of  the  hymen. 

Fluctuating  tumour  detected  per  rectum. 

Presence  of  uterus  ascertained  by  the  recto-vesical  examination. 

Enlargement  of  the  abdomen. 

* Central!),  f.  Gyn.,  1902,  No.  15. 
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In  the  case  of  double  vagina,  there  may  be  atresia  of  one  vaginal 
canal,  the  other  being  permeable  ; a longitudinal  vaginal  tumour, 
cylindrical  in  shape,  ‘ tense  and  fluctuating,’  is  felt  through  the 
permeable  vagina. 

Cullingworth  has  recorded  an  interesting  case  of  retained  menses,  in  which 
the  vagina  was  occluded  throughout  its  lower  portion  by  a membranous 
structure  which  was  not  hymen.  The  vaginal  wall  was  hypertrophied.  He 
is  of  opinion  that  the  obstruction  in  these  cases  is  not  at  the  hymen,  but 
behind  it ; the  hymen  frequently  lying  on  the  obstructing  membrane,  and  so 
closely  adherent  to  it  as  only  to  be  with  difficulty  recognized  as  a separate 
structure. 

I operated  on  a case  somewhat  similar  to  this  one  of  Cullingworth’s.  The 
girl  was  sixteen  years  of  age  ; the  hymen  was  normal,  but  the  hymeneal 
orifice  was  very  small.  The  girl  was  developing  symptoms  of  septicaemia,  with 
local  signs  of  uterine  and  abdominal  tenderness.  I made  an  incision  through 
a rather  dense  partition,  and  then  forced  a passage  with  my  finger,  thus 
liberating  a quantity  of  black,  tarry  fluid.  The  cavity  was  well  washed  out 
with  perchloride  of  mercury,  and  tamponed  with  iodoform  gauze.  The  patient 
recovered  perfectly  after  a short  illness. 

Symptoms  (after  puberty) — 

Periodical  pain  and  tenderness  in  the  hypogastric  region. 

Uterine  colic. 

Vesical  irritation. 

Retention  of  urine. 

Abdominal  tenderness. 

Constitutional  symptoms  of  amenorrhoea. 

Vicarious  haemorrhage. 

Symptoms  of  Inflammation  and  Internal  Haemorrhage  from 
Retained  Menses — 

Cold  Skin. 

Rapid  pulse. 

Rigors. 

* V omiting. 

Violent  abdominal  and  uterine  pain. 

Elevation  of  temperature. 

The  principal  dangers  to  apprehend  are — 

Perimetritis. 

Peritonitis. 

Pelvic  haemorrhage. 

Septicaemia. 
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The  retained  blood  is  dark  coloured,  of  the  consistence  of  treacle ; 
there  are  no  coagula. 

Treatment-By  Aspiration  or  Crucial  Incision.— Operative  inter- 
ference may  be  demanded:  1.  To  set  free  imprisoned  menstrual 
Huid  ; 2.  To  permit  sexual  intercourse.  In  all  operations  for  uterine 

or  vaginal  atresia  the  two  principal  dangers  which  have  to  be  feared 
are — 

(n)  I he  admission  of  air,  and  septic  changes  in  the  imprisoned 
fluid. 

(b)  Uterine  contractions,  which  may  cause  a retro-flow  through 
the  Fallopian  tubes. 

To  avoid  the  first  danger,  every  aseptic  precaution,  before, 
duiing,  and  after  the  operation,  should  be  taken  to  prevent  sepsis. 

Aspiration.— To  prevent  the  second  complication,  it  is  better  to 
aspirate  gradually,  Bartlett’s  aspirator  being  used  (Fig.  72).  If 
the  uterus  be  distended  with  fluid,  and  the  atresia  situated  in  the 
cervical  canal,  not  more  than  one-third  of  the  fluid  should  be  drawn 
off  on  the  first  occasion.  A week  may  be  allowed  to  elapse  before 
a repetition  of  aspiration  * and  this  careful  emptying  of  the  uterus 
is  continued  until  the  entire  fluid  is  removed.  The  vagina  must 
be  well  tamponed  after  each  operation. 

I he  branched  dilator  and  cannula  of  Landau  (Fig.  121)  may  be 
used  with  safety. 

Opening  the  Uterine  Canal. — The  operation  for  opening  the  canal 
of  the  uterus  has  to  be  performed  with  the  greatest  care.  The 
vagina  is  thoroughly  sterilized  in  the  manner  directed  (pp.  129,  130.) 

Gaillard  Thomas’s  Method. — ‘ The  cervix  is  steadied  with  a 
tenaculum,  and  a long  exploring  needle  is  passed  into  the  uterine 
cavity.  The  sense  of  resistance  once  over,  the  escape  of  a drop  of 
blood  will  assure  the  operator  of  his  success  in  reaching  it.  Then 
putting  into  the  gutter  of  the  needle  a delicate  tenotome,  he  pushes 
it  upwards  to  the  required  distance  to  open  the  canal.  This  section 
is  repeated  on  the  other  three  sides  ; the  cavity  of  the  uterus  is 
syringed  out  with  carbolized  water,  very  gently  forced  from  a small 
syringe;  a glass  plug  is  inserted  in  the  cervix,  and  the  vagina 
tamponed  as  after  aspiration.’ 

Crucial  Incision. — If  crucial  incision  of  the  imperforate  hymen 
be  determined  upon,  a self-retaining  drainage  tube  is  passed  into 
the  vagina  through  a small  opening,  and  the  fluid  is  allowed  to 
drain  for  some  time — generally  for  an  hour  or  more — into  a large 
sponge  wrung  out  of  some  weak  per  cent.)  formalin  solution, 
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which  is  pressed  against  the  vulva  and  retained  there.  When  this 
is  removed,  a crucial  incision  is  made  in  the  hymen,  and  any  fluid 
remaining  is  evacuated.  The  vagina  is  then  douched  out  with  a 
perchloride  (1  in  2000)  or  formalin  (1  in  1000)  solution,  and, 
when  it  is  well  cleansed,  is  packed  with  iodoform  gauze.  Ihe 
following  day  the  gauze  is  removed,  and  the  vagina  is  again 
douched.  This  is  repeated  for  some  days,  until  all  risks  from  any 
septic  infection  have  passed. 

Rauscher*  has  shown  that  a haemorrhagic  sacto-salpinx  may  result 
from  acquired  vaginal  atresia  as  a consequence  of  infective 
inflammatory  changes.  He  performed  salpingo-oophorectomy,  and 
having  opened  the  uterine  cavity  he  emptied  it  of  the  contained 
blood,  and  pushed  a forceps  into  the  obstructed  vagina  through  the 
uterus. 

Case  of  Hsematometra,  Haemato-salpinx,  and  Haemato-colpos. 

Christopher  Martin,  in  a case  of  hcematometra  and  hsemato-salpinx  due  to 
atresia  of  the  vagina,  found  that  the  bladder  and  rectum  were  in  contact,  the 
vagina  ending  one  inch  above  the  hymen,  its  anterior  and  posterior  walls 
being  fused  together  to  the  extent  of  three  inches.  He  opened  the  abdomen, 
and  found  the  uterus  distended  with  menstrual  blood,  and  as  large  as  at  the 
sixth  month  of  pregnancy.  At  either  side  the  Fallopian  tubes  were  filled 
with  blood,  the  left  one,  at  the  pavilion  end,  being  dilated  into  a globular 
mass  four  inches  in  diameter  and  connected  to  the  uterus  by  a very  long 
pedicle.  The  upper  fourth  of  the  vagina  was  also  distended  with  retained 
menstrual  blood.  The  uterus  was  incised  in  the  middle  line,  and  its 
sanguineous  contents  evacuated.  It  was  then  irrigated  and  sponged  out. 
Myo-hysterectomy  was  next  performed.  The  cervical  stump  was  fixed  by 
silkworm-gut  sutures  into  the  lower  angle  of  the  incision,  the  internal  os  being 
flush  with  the  skin,  and  the  peritoneal  cavity  being  carefully  isolated.  A 
glass  drainage-tube  was  passed  through  the  gaping  cervix  down  to  the  bottom 
of  the  sac,  and  the  abdominal  toilette  completed.  The  patient  made  an 
excellent  recovery.  The  cervical  canal  for  some  time  exuded  a little  glairy 
mucus  at  the  lower  end  of  the  abdominal  wound. 

Amussat’s  and  Dupuytren’s  Operations. — In  the  operation  of  Amussat  the 
steps  are : (1)  A catheter  is  introduced  into  the  bladder,  and  held  by  an 
assistant,  and  the  finger  of  the  left  hand  is  carried  into  the  rectum  ; (2)  a 
transverse  incision  is  made  through  the  integument,  between  the  rectum  and 
urethra ; (3)  the  handle  of  the  knife  and  the  finger  are  used  to  tear  open  a 
passage  to  the  tumour  ; (4)  the  tumour  is  opened  with  a trocar  and  cannula, 
a director  is  introduced  through  the  cannula,  and  the  latter  is  withdrawn  ; 
(5)  a knife  is  used  on  the  director  to  enlarge  the  opening.  In  Dupuytren’s 
operation,  an  incision  is  made  in  the  first  instance  transversely.  With  the 


* Moncit8.  f.  Geb.  u.  Gyn.,  May,  1903. 
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finger  and  knife-handle,  the  tissues  are  then  torn  through  until  the  tumour 
is  reached.  A trocar  is  plunged  into  it,  and  the  fluid  is  evacuated.  By 
means  of  a perforated  sound  the  opening  is  enlarged,  and  the  cavity  is  then 
washed  out  with  a catheter,  and  some  warm  antiseptic  water. 

Rupture  of  the  Vagina. — Rommel  * has  reported  a case  of  rupture 
of  the  vagina.  The  accident  occurred  through  the  lifting  of  a heavy 
kettle.  Death  followed  from  the  prolapse  of  a large  portion  of  the 
small  intestine,  part  of  which  was  detached  from  the  mesentery. 
The  aperture  into  the  vagina  measured  4 cms.  in  diameter. 

Syphilis. — For  syphilitic  affections  of  the  vagina,  see  chapter  on 
the  Vulva. 


Prolapse  of  the  Vagina. 

In  discussing  prolapse  of  the  uterus  and  elongation  of  the  cervix 
it  was  necessary  to  refer  to  vaginal  prolapse.!  It  may  exist  apart 
from  any  descent  of  the  uterus.  When  the  vaginal  protrusion 
occurs  as  a primary  affection,  it  is  more  likely  to  lead  through 
traction  to  supra-vaginal  elongation  of  the  cervix  than  to  pro- 
lapsus uteri.  On  the  other  hand,  the  three  conditions,  prolapse  of 
the  uterus,  elongation  of  the  cervix,  and  vaginal  inversion,  are 
frequently  associated. 

Cystic  Tumours  in  the  Vagina. — Kelly  divides  vaginal  cysts  accord- 
ing to  their  sources— the  vaginal  glands,  the  scarred  tissue  following 
a wound,  or  Gartner’s  ducts.  He  supports  Rouget’s  position  with 
regard  to  the  glandular  origin  of  the  cysts,  quoting  an  instance  of  a 
vaginal  cyst  which  was  lined  with  columnar  epithelium — a flattened 
vaginal  gland,  lined  with  the  same  epithelium,  lying  between  the  cyst 
and  the  characteristic  epithelium  of  the  vagina.  In  cysts  arising 
from  the  epithelium  of  scar  tissue,  the  epithelium  is  squamous.  Those 
arising  from  Gartner’s  ducts  are  very  rare,  occur  in  the  vaginal 
vault,  and  reach  to  the  folds  of  the  broad  ligament.  Atresia  of  a 
rudimentary  horn  of  the  uterus,  which  forms  a fluctuating  tumour 
in  the  vaginal  vault,  a sub-ureteral  abscess,  or  the  cystic  dilatation 
of  a blind  ureter  beneath  the  urethra, £ are  instanced  by  Kelly  as 
likely  to  be  confounded  with  vaginal  cysts. 

Hydatid  Cysts. — Marion  § has  included  another  source  of  origin 
of  vaginal  cysts — namely,  hydatid.  These,  he  says,  are  very  rare. 

* Deutsche,  zeits.f.  Chir.,  bd.  lxiv.,  No.  7. 

f In  the  chapter  on  Prolapse  of  the  Uterus,  the  reader  will  find  discussed  all 
the  various  correlative  conditions  and  symptoms  that  are  associated  with  vaginal 
prolapse,  and  the  different  methods  of  treatment  by  operation  or  otherwise. 

X Orthmann,  Central./.  Gyn.,  1893,  No.  7.  § Gaz.  des  Hop.,  Feb.  1,  1902. 
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Primary  Echinococcus  of  the  Genitalia. 

He  Vries*  has  reported  a case  operated  upon  for  interstitial  myoma — it 
proved,  however,  to  be  a true  hydatid  cyst.  Only  seven  genuine  cases  have 
been  recorded,  and  he  upholds  the  view  (contrary  to  Freund’s  opinion)  that  the 
parasitic  invasion  may  be  primary  through  the  circulation  and  not  occurring 
through  the  rectum.  The  uterus,  tubes,  and  ovaries  have  all  been  invaded. 

The  contents  of  vaginal  cysts  are  at  times  thready  and  gelatinous, 
or  brownish  and  sanguineous.  In  those  I have  met  with,  the  fluid 
has  been  clear.  Marion  describes  the  capsule  of  the  cyst  as  consisting 
of  a layer  of  epithelium  lined  connective  tissue.  The  epithelium 
may  be  wanting,  and  varies  in  character,  being  squamous  or 
cylindrical.  Some  have  their  source  from  the  glands  occasionally 
found  in  the  vaginal  mucosa,  while  others  are  serous  cysts  (hygro- 
mata). Those  which  are  derived  from  the  glands,  from  Gartner’s 
or  Muller’s  ducts,  have  a congenital  origin  (Wolff’s  or  Muller’s 
ducts,  or  the  Wolffian  bodies). 

Diagnosis. — Care  must  be  taken  not  to  confound  a vaginal  cyst 
in  the  anterior  wall  with  a urethrocele  or  cystocele,  or  one  in  the 
posterior  wall  with  a rectocele.  A softened  vaginal  thrombus,  a 
lateral  haematocolpos,  a cystic  ovary  in  the  pouch  of  Douglas,  a cyst 
of  the  broad  ligament,  and  a vaginal  hernia,  are  other  conditions 
liable  to  be  mistaken  for  a cyst  of  the  vagina. 

Roger  Williams  shows  the  rarity  of  the  presence  of  any  large  cysts  in 
the  vagina  through  the  fact  that  in  five  thousand  women  submitted  to 
examination  at  the  Johns  Hopkins  Hospital,  only  two  instances  of  cysts  as 
large  as  an  egg  occurred. 

I have  myself  removed  a cyst  the  size  of  a large  hazel  nut  from  the  anterior 
wall  of  the  vagina. 

Williams  classifies  vaginal  cysts  into  (a)  Wolffian;  * (6)  Mullerian;  (c)  those 
derived  from  ‘ rests  ’ of  the  secretory  structure  of  the  Wolffian  body  in  the 
mucosa  of  the  cervix  uteri,  and  those  of  the  vulva  mucosa ; (d)  endothelial 
cysts  ; and  (e)  parasitic  cysts.f  The  persistence  of  the  Wolffian  duct  in  the 
adult  explains  the  presence  of  some  vaginal  cysts.  Such  Wolffian  cysts 
generally  contain  clear  pale  yellow  fluid.  At  times  the  contents  are  purulent. 
At  times  they  aie  viscid  or  atheromatous,  resembling  those  found  in  the 
cervix  uteri  (Roger  Williams). 

‘ Papilliferous  ’ cysts  have  been  met  with  in  the  para-uterine  and  para- 
vaginal connective  tissue,  more  particularly  in  the  neighbourhood  of  the 
portio  vaginalis.  Such  cysts  also  arise  along  the  course  of  the  Wolffian 
ducts.  In  the  case  of  the  Mullerian  cysts  arising  from  ‘rests’  of  the 

* Monats.f.  Geb.  u.  Gyn.,  March,  1904. 

f Roger  Williams, ‘Vaginal  Tumours. with  Special  Reference  to  Cancer  and 
Myoma.’  1904. 
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Miillerian  ducts,  Freund  describes  such  as  present  in  the  portio  and  upper 
part  of  the  vagina.  ‘ They  are  deeply  seated  and  thick  walled,  comprising 
a well-developed  musculosa.  A single  layer  of  columnar  epithelium  lines 
their  interior,  which  is  often  ciliated,  and  may  present  involutions  and  crypts, 
while  their  contents  are  viscid  or  white-of-egg-like  fluids.  Other  cysts  are 
caused  by  1 the  distension  of  blood,  pus,  or  mucous  of  the  blind  pouch  not 
uncommonly  formed  by  the  rudimentary  second  vagina  in  cases  of  imperfect 
duplicity  ’ (Roger  Williams).  They  are  lined  by  a dermo-papillary  membrane. 
Vaginal  cysts  have  been  described  as  originating  from  the  summit  of  the  vagina; 
they  are  small  cysts  lined  by  cylindrical  epithelial  cells  identical  with  those 
lining  the  cervical  mucosa,  and,  like  these  latter,  secreting  a thick  mucus. 
Such  cysts  Roger  Williams  classes  under  the  head  of  ‘ cysts  arising  from 
“ rests  ” of  the  cervical  mucosa.’  Another  class  of  cvsts  are  those  found  in 

4/ 

the  neighbourhood  of  the  vulva.  They  are  of  the  sebaceous  type,  their 
contents  being  of  an  atheromatous  or  cliolesteatomatous  character,  and  they 
are  lined  by  modified  epidermoidal  cells.  Williams  classifies  dermoid  cysts 
of  the  vagina  under  three  heads : — Implantation  cysts,  true  dermoids,  and 
cysts  derived  from  ‘ rests  ’ of  the  vaginal  epidermis.  The  traumatic  implan- 
tation cysts  have  their  germs  in  small  grafts  of  epidermis,  the  consequence 
of  some  operative  trauma.  The  epidermoid  cyst  is  a result.  True  dermoid 
cvsts  have  been  found  in  various  situations  in  the  connective  tissue,  both 
anteriorly  and  posteriorly  between  the  bladder  and  uterus  and  the  cervix 
uteri  and  rectum,  as  also  between  the  vagina  and  rectum,  and  encroaching 
on  all  these  organs.  They  are  generally  £ solitary,  unilocular,  thin-walled, 
and  of  comparatively  simple  structure.’  They  may  contain  epidermoidal 
structures,  and  are  lined  by  multilaminar  papillated  epidermis.  They  usually 
contain  atheromatous  material  or  grumous  fluid.  Williams  gives  interesting 
examples  of  such  cysts  from  cases  recorded  by  Mahomed,  Merriman,  Mannel, 
Beyea,  Geyl,  and  others.*  Endothelial  cysts,  and  those  of  an  angiomatous 
or  lymphangiomatous  nature,  are  very  rare.  True  myomata  are  hardly 
ever  seen.  Hydatid  cysts  are  occasionally  found  in  the  vagina,  to  be  dis- 
criminated (Williams')  ‘ by  their  translucent,  laminated,  detachable,  retractile 
lining,  and  by  the  clear  watery  fluid  they  contain,  in  which  the  characteristic 
booklets  may  be  found.’ 


Differentiation. 

In  differentiating  vaginal  cysts  from  other  conditions,  the  follow- 
ing points  are  of  importance  : They  are  generally  single,  painless, 
and  give  rise  to  little  inconvenience.  Pressure  does  not  affect  the 
cyst  as  it  would  a hernial  protrusion.  A careful  recto-vaginal 
bimanual  examination  will  locate  the  cyst  in  the  vaginal  wall, 
and  enable  us  to  distinguish  it  from  any  fluid  accumulation  in 
the  pouch  of  Douglas.  A urethrocele  or  cystocele  will  be  deter- 
mined by  a vesical  examination  with  the  sound  in  the  bladder  and 


* Lib.  cit .,  p.  77. 
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the  finger  in  the  vagina,  and  a rectocele  by  a rectal  examination,  as 
well  as  the  disappearance  of  the  swelling  when  the  bladder  or  rectum 
are  replaced  by  digital  pressure.  A suppurating  cyst  causes  pain, 
but,  unless  it  be  high  in  the  vagina,  we  are  not  likely  to  mistake  it 
for  a pelvic  phlegmon  or  abscess.  Puncture  with  a fine  exploring 
needle  will  determine  the  nature  of  the  contents  of  the  cyst,  and 
help  us  to  define  its  character. 

Vaginal  Cysts  and  Pregnancy. 

A cystic  tumour  of  the  vagina,  removed  by  Couvelaire  * (Paris) 
from  a woman  thirty-three  days  after  labour,  contained  a thick 
fibrinous  and  opalescent  fluid,  and  the  wall  consisted  of  c(l)  a 
stratified  layer  of  pavement  epithelium,  (2)  a basement  membrane 
of  variable  thickness,  (3)  a musculo-vascular  layer.  He  does  not 
advise  interference  with  such  cysts  during  pregnancy  ; should  they 
offer  any  obstruction  to  delivery  they  should  be  opened  freely  with 
the  knife  and  afterwards  dealt  with  according  to  circumstances.’ 

Fibromyomata. 

Furneaux  Jordan  has  summarized  the  conclusions  of  Richard 
►Smith,f  who  collected  and  reviewed  the  particulars  of  100  cases 
of  fibromyomatous  tumours  of  the  vagina  recorded  up  to  1902,  in- 
cluding 52  published  by  Kleinwachter  in  1882.  These  records 
pio\e  that  fibroma  (including  myoma  and  fibromyoina  of  the 
vagina)  is  a rare  disease.  It  is  found  most  frequently  in  women 
between  30  and  40,  but  has  been  observed  at  ages  ranging  from 
20  to  70.  It  apparently  occurs  independently  of  civil  condition. 
No  proof  can  be  deduced  to  show  that  it  affects  fertility.  When 
large,  it  may  obstruct  labour.  It  may  or  may  not  affect  coitus. 
In  certain  cases  menstruation  may  be  increased.  The  tumours, 
when  small,  rarely  produce  symptoms  of  consequence ; when  large, 
they  may  prove  to  be  the  source  of  considerable  suffering  and  even 
danger.  Symptoms,  when  present,  are  pain,  haemorrhage,  discharge, 
obstruction  to  the  bladder,  and  more  rarely  to  the  bowel.  No  exact 
division  into  fibroma,  myoma,  and  fibromyoma  can  be  made.  The 
tumours  grow  from  the  anterior  and  posterior  walls  in  the  proportion 
of  about  two  to  one ; they  may  be  sessile  or  polypoid,  and  with  rare 
exceptions  they  are  single.  They  are  of  very  slow  growth,  and  prone 
to  oedema,  necrosis,  and  ulceration.’ 

* Ann.  Gyn.  Obst.,  March,  1900;  and  Brit.  Gyn.  Jour.,  1908. 
t Brit.  Gyn,  Jour.,  1902;  and  Amer.  Jour.  Obstet.,  Feb.,  1902. 
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Later,  Potal  * * * § (Lille),  from  the  literature  of  160  published  cases, 
arrives  at  these  conclusions  : — 

They  may  grow  at  any  time  of  life,  but  84  per  cent,  occur  during  the  child- 
bearing age.  The  majority  have  pedicles,  but  some  are  broadly  attached 
and  occasionally  without  any  capsule;  the  heaviest  recorded  weight  was 
5-25  kilogs.  The  tumours  were  multiple  in  8 out  of  120  cases,  and  uterine 
fibromata  coexisted  in  3 or  4 ; occasionally  vaginal  fibromata  are  tumours 
which  have  escaped  from  the  uterus,  as  may  he  known  by  the  pedicles  pass- 
ing from  them  to  the  portio.  The  seat  of  the  tumour  in  55  out  of  120  cases 
was  on  the  anterior,  in  26  on  the  posterior,  vaginal  wall ; in  10  it  was  on  the 
right  and  in  9 on  the  left  side.  According  to  its  position  it  caused  various 
displacements,  cystocele,  rectocele,  dislocation  of  the  urethra  or  clitoris,  etc. 
The  growth  of  these  tumours  is  greatly  accelerated  by  pregnancy.  Histo- 
logically, only  six  of  the  tumours  were  purely  fibromatous.  One  tumour 
observed  by  Tedenat  contained  striped  muscular  fibres  in  the  midst  of  the 
nodules  of  connective  tissue  of  the  fibroma.” 

John  Phillips  has  recorded  twenty-nine  cases,  nineteen  of  which  were 
mainly  of  a myomatous  type.f  That  such  tumours  may  undergo  hyaline 
degeneration  and  calcification  is  shown  by  Strassman’s  cases.J  The  disease 
may  run  concurrently  in  the  internal  genitalia,  occurring  in  the  ovary  and 
uterus  at  the  same  time  that  they  are  present  in  the  vagina.  Adeno- 
myomata  have  been  met  with  several  times,  and  others  of  a telangiectatic 
nature.  Malignant  degeneration  is  extremely  rare,  though  sarcomatous 
changes  have  been  recorded,  as  well  as  myxomatous.  They  grow  more 
frequently  in  the  anterior  wall  of  the  vagina,  are  generally  of  a small  size, 
though  some  instances  have  occurred  in  which  the  growth  assumed  the  size 
of  the  foetal  head.  The  time  of  life  during  which  they  most  frequently 
appear  would  seem  to  be,  according  to  the  statistics  of  Roger  Williams  and 
R.  Smith, § between  the  ages  of  30  and  40. 

Lipomatous  tumours  are  of  rare  occurrence.  Williams  mentions  five 
cases,  in  one  of  which  the  tumour,  removed  by  Spencer  Wells,  weighed  two 
pounds.  In  four  out  of  the  five  the  growth  originated  in  the  recto-vaginal 
septum.  A tumour  of  the  plexiform  neuromatous  type  was  removed  by 
Schmanch.|| 

Carcinoma. — Carcinoma  of  the  vagina,  occurring  as  a primary 
disease,  is  comparatively  rare — so  much  so,  that  only  some  score  of 
cases  have  been  recorded.  It  occurs  generally  in  women  of  advanced 
life. 

Peterson  records  a case  at  the  advanced  age  of  84,  and  Maly  one  in 

* Revue  de  Gyn.,  tom.  vii.,  part  2;  and  Brit.  Gyn.  Jour.,  1903. 

f Brit.  Med.  Jour.,  vol.  i.,  1899,  p.  262. 

J Cent.  f.  Gyndk.,  1891,  15,  s.  825. 

§ Amer.  Jour.  Obstet.  and  Gyn.,  Feb.,  1902. 

||  Zeits.  f.  Geh.  u.  Gyn.,  xlii.,  heft  i.,  1900. 

Amer.  Jour.  Obstet.,  1903, 
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which  the  carcinoma  occurred  at  the  age  of  67,  where  the  woman  had  for  thirty- 
nine  years  worn  a ring  pessary,  which  she  was  in  the  habit  of  herself  removing 
to  cleanse.  Here  the  cancer  occurred  in  a furrow  corresponding  exactly  to 
that  of  the  ring.  He  states  that  six  similar  cases  have  been  recorded.* 

In  the  greater  portion  of  the  recorded  cases  it  was  the  posterior 
vaginal  wall  that  was  first  affected,  the  disease  spreading  from  thence 
to  the  portio  vaginalis.  The  usual  symptoms  and  signs  of  carcinoma 
are  present.  On  examination,  a circumscribed,  elevated,  and  hard 
mass,  readily  bleeding,  is  detected,  or,  what  is  more  common,  a 
fungating  tumour,  soft,  and  bleeding  somewhat  profusely.  There  is 
a vaginal  discharge,  attended  further  on  with  pain  and  vesical  irrita- 
tion. The  rectum  may  become  involved,  and  pain,  with  difficulty 
in  defecation,  result. 

Operative  Treatment. — The  treatment  consists  in  early  removal 
of  the  mass.  The  incisions  have  to  be  carried  wide  of  the  disease, 
and  going  deeply  beneath  its  base.  The  actual  cautery  is  then 
applied  to  the  raw  surface,  and  the  margins  of  the  wound  brought 
together.  If,  however,  the  disease  be  more  extensive,  and  involve 
the  vaginal  vault  with  the  cervix,  more  radical  operations  must 
then  be  performed,  provided  always  that  it  is  certain  that  the 
disease  has  not  involved  the  subjacent  connective  tissue  to  any 
extent.  Various  proceedings  have  been  recommended,  differing 
in  character  according  as  the  uterus  is  removed  or  not.  In  the 
former  case,  the  vagina  is  incised  for  its  entire  circumference  con- 
siderably below  the  diseased  portion,  and  then  stripped,  with  the 
fingers  and  scissors,  to  its  attachment  to  the  portio.  The  abdomen 
is  now  opened,  and  the  uterus,  with  the  detached  portion  of  the 
vagina,  removed.  Olshausen  carried  out  a special  operation,  making 
a transverse  incision  in  the  perineum  into  the  recto-vaginal  septum, 
and  detaching  the  rectum  and  vagina  as  far  as  the  pouch  of  Douglas, 
The  vagina  is  now  cut  across,  and  all  the  diseased  portion  removed 
with  scissors.  If  the  uterus  must  also  be  removed,  the  pouch  of 
Douglas  is  opened,  and  hysterectomy  performed,  as  in  Doyen’s 
method.  When  the  broad  ligaments  have  been  secured  as  far  as 
the  ceivix,  the  loosened  and  carcinomatous  vagina  is  cut  through, 
and  is  removed  with  the  uterus.  In  a case  in  which  the  carcinoma 
involved  the  vaginal  vault  and  outer  surface  of  the  cervix,  Kelly 
operated  by  carrying  an  incision  from  the  end  of  the  sacrum  beside 
the  coccyx  in  a curved  line  by  the  side  of  the  rectum,  around  the 
light  margin  of  the  anus  and  through  the  perineum  to  the  fourchette. 

* Cent  mil.  f.  Gyn .,  1903,  No.  27. 
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The  exposed  rectum  was  drawn  with  retractors  towards  the  left,  and 
the  vagina  exposed.  All  the  diseased  portion  was  then  removed, 
including  the  posterior  two-thirds  of  the  upper  portion  of  the  vagina 
and  the  involved  portion  of  the  cervix.  Finally,  the  uterus  was 
fixed  in  retroposition,  and  its  posterior  surface  united  to  the  vaginal 
wall,  thus  filling  in  the  gap  left,  and  leaving  a short  vaginal  canal. 

Papilloma. — Walter,  of  Manchester,  has  reported  a case  of  re- 
curring papilloma  of  the  vagina.  Characteristic  nests  of  cells  were 
found  through  the  fibro-  elastic  tissue  removed  at  a second  operation. 

Primary  Chorionepithelioma  of  the  Vagina  *— Hiibl  has  reported 
a case  of  primary  chorionepithelioma  of  the  vagina  occurring  in  a 
woman  after  her  confinement,  in  whom  vaginal  haemorrhage  led  to 
the  discovery.  The  uterus  and  adnexa  were  normal.  The  tumour 
was  the  size  of  a walnut,  and  grew  from  the  posterior  vaginal  wall. 

Microscopical  examination  showed  syncytial  masses  and  Langhan’s 
cells.  The  result  of  removal  was  not  favourable,  as  in  similar 
cases  reported  by  Schmit  and  Schlagenhaufer.  There  was  rapid 
recurrence. 

Sarcoma  of  the  Vagina.— Sarcoma  of  the  vagina  is  a rare  affection  ; 
up  to  the  date  of  the  publication  of  the  author’s  case  in  1902  f only 
some  thirty-eight  cases  having  been  recorded.  Since  then,  Jellett 
has  published  a case  in  which  the  disease  involved  the  introitus  for 
its  entire  circumference,  this  area  being  covered  with  irregular 
bosses,  rounded  tumuli,  and  blunt  topped  ridges,  with  a curious  flap 
in  front  beneath  the  urethral  orifice.  In  my  case,  on  the  first  exami- 
nation I found  the  vagina  filled  with  a soft  and  apparently  carcino- 
matous mass,  which  bled  profusely  to  the  touch,  thus  deceiving 
me  as  to  its  nature.  When  the  patient  was  under  anaesthesia  at 
the  time  of  operation,  I found  the  cervix  uteri  healthy,  but 
concealed  by  the  growth,  which  was  pediculated,  and  attached  to 
the  anterior  vaginal  wall  behind  the  trigone  of  the  bladder.  I 
secured  the  pedicle  with  a rope  ecraseur,  and  then  with  a Bilroth’s 
clamp.  The  subjacent  tissue,  from  which  the  ablated  tumour  grew, 
was  cauterized  with  a Paquelin’s  cautery.  The  whole  surface  was 
covered  with  healthy  vaginal  mucous  membrane,  and  the  wound 
healed  by  primary  union.  The  subsequent  history  of  the  case  is 
briefly  told.  The  patient  went  on  well  for  some  five  months,  when 
nodules  appeared  in  the  old  situation,  and  later  on  the  inside  of 
either  lesser  labium.  I again  operated,  now  removing  the  entire 
anterior  wall  of  the  vagina,  and  exposing  the  bladder,  also  a portion 

* Central!),  f.  Gyn Doc.,  1902.  f Lancet , vol.  i.  p.  439. 
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of  either  labium.  She  quickly  recovered,  and  had  another  interval 
of  excellent  health.  This,  however,  lasted  for  only  a few  months, 
and  when  I next  saw  her  both  labia  had  new  growths,  but  the  skin 
was  not  involved.  A mass  now  began  to  sprout  from  the  posterior 
vaginal  vault,  and  the  cervix  became  involved.  She  was  anxious 
to  have  something  done,  so  I removed  the  cervix,  and  with  it  all 
the  affected  posterior  vaginal  wall,  at  the  same  time  ablating  the 
affected  portion  of  the  vulva.  She  again  had  a reprieve  for  some 
time,  but  finally  the  growth  returned  with  increased  virulence,  the 
skin  round  the  vulva  becoming  involved,  with  large  hard  masses. 


Fig.  548.— Spindle-celled  Sarcoma  of  the  Vagina.  (Author’s  Case.) 

The  growth  also  returned  in  the  vagina,  and  she  died  eighteen  months 
from  the  date  of  the  first  operation.  It  was  not  until  towards  the 
end  that  the  glands  of  the  groin  became  enlarged.  Mr.  Targett, 
who  examined  the  primary  growth,  reported  it  to  be  ‘a  spindle- 
celled  sarcoma  of  the  vagina.  The  surface  is  ulcerated  and  covered 
with  necrotic  material.  Among  the  spindle-cells  there  are  a few 
larger  polynuclear  cells.’ 

In  Jellett  s case,  five  months  after  the  operation,  the  wound  com- 
pletely healed,  and  all  trace  of  granulation  tissue  had  disappeared. 
He  gives  foui  tables  beaiing  on  the  nature  of  the  sarcoma,  its  relation 
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to  the  vaginal  wall,  the  age  of  the  patients  affected,  and  the  result 
after  operation.  Otto  Seitz,*  who  published  his  case  of  spindle- 
celled  sarcoma  in  1900,  collected  all  the  cases  up  to  that  date,  from 
which  it  appeared  that  there  were  only  three  cases  in  which  the 


Fig.  549. — Sakcoma  of  the  Vagina.  (H.  Jellett.) 


disease  could  be  said  not  to  have  recurred.  From  Jellett’s  table 
the  longest  periods  appear  to  have  been  one  case  of  Spiegelberg’s, 
no  recurrence  after  four  years  ; one  of  Rubeska’s,  no  recurrence 
after  eleven  years  ; one  of  Morris’,  no  recurrence  after  two  and  a 
half  years  ; one  of  Handheld- Jones’,  no  recurrence  after  six  years. f 

Sarcoma  of  the  Vagina  in  a Child. 

Sanger  met  with  a case  of  sarcoma  in  a child  aged  two  years  and  eight 
months,  growing  from  the  anterior  wall,  and  invading  also  the  vulva  and 
portio.  There  were  several  polypoid  growths.  The  child  died  ten  months 

* Samml.  Id  in.  Vortraye,  Leipzig,  1900. 
f Jour.  Obslet.  and  Gyn  Brit.  Ernp.,  March,  1904. 
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after  operation,  and  there  was  general  infiltration  of  the  genito-urinary 
organs,  and  secondary  growths  in  the  pelvic  and  lumbar  glands  and  broad 
ligaments.  Schuchardt  and  Frick  met  with  a case  in  a child  seven  months 
old,  and  another  at  two  years.  Roger  Williams  gives  several  instances  of 
polypi  in  the  vagina  of  a congenital  nature,  and  others  occurring  in  infant 
life*  These  polypoid  growths  are  sometimes  of  a fibromatous  or  myo-fibro- 
matous  type.  Vaginal  papillomata  have  also  been  noticed  in  young  infants.* 

Vaginal  Fistula. 

I shall  simply  refer  to  the  varieties  of  fistula  and  their  causes, 
and  conclude  with  a brief  description  of  the  principal  operations  for 
the  more  frequently  occurring  forms. 

Varieties : 

Vesico-vaginal  fistula. 

Urethro- vaginal  fistula. 

U rethro- vesico-vaginal  fistula. 

V esico-utero-vaginal  fistula. 

Recto-vaginal  fistula. 

Perineo-vaginal  fistula. 


Fig.  550. — Diagrammatic  Represen- 
tation of  Different  Varieties 
oe  Fistula.  (After  Sinety.)  f 

Other  varieties  are  described 


Fig.  551. — Genital  Fistulas. 
vu , utero-vesical ; vvu,  utero-vesico- 
vaginal ; vv,  vv,  vesico-vaginal ; uv, 
urethro-vaginal. 

as  uretero-vaginal,  uretero-uterine, 
Special  Reference  to  Cancer  and 


* Roger  Williams,  ‘ Vaginal  Tumours,  with 
Sarcoma.’  1904. 

t See  chapter  on  Affections  of  the  Female  Bladder. 


870 


DISEASES  OF  WOMEN. 


peritoneo- vaginal  (Thomas).  The  names  of  these  fistula}  indicate 
the  organs  involved. 


a,  Urethrovaginal  fistula  ; b,  urethro-vesico-vaginal  fistula ; c,  vesico- vaginal 
fistula,  b,  rectum  ; v,  vagina  ; b,  bladder. 

Causation : 

Parturition  \ most  frequently  protracted  labour  or  the  improper 
use  of  the  forceps  (an  instrument  more  often  ‘ sinned  against 
than  sinning  ’)  in  cases  in  which  it  is  contra-indicated  by  a 
conjugate,  reduced  below  its  working  range,  or  when  mis- 
directed and  unjustifiable  force  is  employed — very  rarely 


Fig.  553. — Incarceration  of  Cervix 
Uteri  in  Bladder.  (Bozeman.) 

Posterior  lip  shown  in  the  fistula 
(diagrammatic  section,  ^tk  size). 
Knee-elbow  position. 


Fig.  554. — Incarceration  of  Cervix 
Uteri  in  Rectum.  (Bozeman.) 

Diagrammatic  section,  |th  size,  lvnee- 
elbow  position. 


AFFECTIONS  OF  THE  VAGINA.  s' 1 

from  the  well-timed,  not  too  long  delayed,  and  skilled  usr  of 
the  instrument. 

V aginitis. 

Traumatic  causes. 

Phagedena. 

Syphilis. 

Cancer. 

Stone  in  the  bladder. 

Symptoms  and  Physical  Signs.— The  urgency  of  the  symptoms  to 
a great  extent  depends  on  the  size  and  position  of  the  fistula,  but 
the  principal  ones  are  the  involuntary  passage  of  urine  or  f<eces  by 
the  vagina,  and  the  excoriation  of  the  skin  and  soft  parts  in  con- 
sequence of  this  discharge.  The  fistulous  opening  is  generally 
easily  discovered  with  a Sims*  speculum.  Some  of  the  most  difficult 
to  detect  are  the  very  small  or  slit-like,  and  are  situated  at  the 
summit  of  the  vaginal  canal  in  the  fornix. 

A minute  opening  may  be  concealed  by  a vaginal  fold,  and  it 
frequently  requires  very  careful  cleansing  and  searching  with  probe, 
hook,  and  cotton-wool  to  detect  a small  fistulous  orifice.  If  we  fail 
to  find  the  opening,  the  woman  should  be  placed  in  the  knee-elbow 
position,  and  the  vaginal  canal  well  exposed  with  Sims’  speculum,  or 
retractors.  We  may  inject  the  bladder  or  rectum  with  some  solution 
of  cochineal  or  other  coloured  liquid.  Should  any  cicatricial  bands 
contract  the  vagina,  or  if  there  be  any  atresic  state  of  the  genital 
tract,  the  diagnosis  may  be  still  more  difficult. 

Fistula  differ  in  the  extent  of  tissue  destroyed,  and  the  consequent 
size  of  the  opening,  which  is  sometimes  so  large  that  the  entire 
base  of  the  bladder  is  exposed.  In  a case  I had  under  my  care, 
some  years  since,  this  occurred,  and  there  was  also  a recto-vaginal 
opening  of  sufficient  size  to  admit  the  fingers.  Fistula  thus  vary 
considerably  in  the  amount  of  cicatricial  tissue  surrounding  the 
edges.  These  latter  are  constantly  covered  with  mucus  and  phos- 
phatic  deposits,  which  require  to  be  carefully  wiped  away  to  see  the 
shape,  direction,  and  size  of  the  fistula. 

The  dependence  of  vulvitis  and  vaginitis  on  the  presence  of 
small  urinary  fistula  is  not  to  be  forgotten.  The  obstinacy  of 
vaginitis  is  occasionally  explained  by  the  detection  of  a small 
fistulous  opening,  situated  at  the  junction  of  the  vagina  and  cervix. 

Cullingworth,  in  calling  attention  to  the  occurrence  of  fistula  in  connection 
with  pelvic  suppuration,  points  out  these  special  forms : (1)  Rectal  fistula, 
due  to  the  rupture  of  a suppurating  dermoid  into  the  rectum,  six  weeks  after 
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adnexa  m c ^ ,T? , , ’ “T8  fr°m  purulent  disease  of  the 

adnexa.  (3)  Cervical  fistula,  due  to  ulceration  of  a suppurating  dermoid 

n o the'hl^’  f u (4)  VeSi°aI  fi8tU'a’  arisinS  from  ‘he  rupture 

into  the  bladder  of  an  abscess  arising  in  connection  with  the  arlnev„ 


Operation  for  Vaginal  Fistula. 

Preparatory  Treatment.-l.  Sufficient  time  after  parturition 
siould  in  all  cases  be  allowed  to  elapse— six  weeks  to  two  months 
or  even  more,  if  the  woman’s  health  be  not  restored. 

2.  Change  of  air ; a stay  by  the  seaside ; administration  of  tonics  • 
warm  vaginal  antiseptic  douches  of  boric  acid,  chinosol  or  lysoform  • 
attention  to  the  character  of  the  urine,  and  the  action  of  the  bowel.' 

3.  Any  tension  of  the  sides  of  the  opening  must  be  previously 
attended  to,  and  if  cicatricial  bands  be  present  they  should  be  divided 
by  smPPmg  them  with  scissors,  a vaginal  rest  being  inserted  subse- 
quently and  retained  for  some  days.  By  this  operative  step  absorp- 
tion of  cicatricial  tissue  is  secured  and  tension  prevented.  This, 
however,  is  but  rarely  necessary,  as  any  adhesive  bands  can  be  divided 
and  freed  at  the  time  of  operation. 

d.  rlhe  vagina  should  be  douched  with  a 1 in  1000  perchloride  of 
mercury  solution  for  a few  days  before  operation.  It  is  tamponed 


Fig.  555— Yesico- vaginal  Fistula  Needles,  Right  and  Left. 

with  antiseptic  gauze  twenty -four  hours  before,  and  thoroughly 
sterilized  at  the  time  of  the  operation.  The  rectum  is  emptied  and 


washed  out  with  a boric  acid  wash  shortly  before  operation.  It  is 
then  wiped  out  with  pledgets  of  gauze  wrung  out  of  perchloride  of 
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mercury  (1  in  3000)  solution,  caught  on  a sponge-holder.  Ihe  exact 
steps  of  any  operation  for  a vaginal  fistula  will  entirely  depend  on 
its  position,  size,  attachments  to  the  bladder  or  rectum,  as  the  case 
may  be,  or  whether  it  communicates  with  the  uterus,  and  the  situation 


of  the  opening  into  the  uterine  canal. 
Instruments  and  appliances  required  : — 
Leopold’s  lateral  ^ 


Martin’s  large  and  small 
Sims’ 

Olhausen’s 


retractors. 


Fjg.  557. — Emmet’s  Lance-headed  Needles. 


b’iG.  558. — Vesico-Vaginal  Fistula  Knives,  Straight  and  curved. 


Fig.  55D. — Wire  Carrier. 

An  irrigation  retractor. 

Uterine  tenacula. 

Long-handled  double  hooks. 

Perineal  rakes. 

Long  rat-toothed  forceps. 

Scalpels. 

Y esico- vaginal  knives  (straight  and  angular). 

A few  differently  curved  vesico-vaginal  scissors  ; one  with  fine 
points. 

Wire-adjuster  and  wire-twister. 

Silver  or  bronze  aluminium  wire. 
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Prepared  catgut. 
Forcipressure  forceps. 


A few  Kocher’s,  Doyen’s,  and  Zweifel’s  forceps. 

Several  small  sponges— dabs  of  gauze  and  sponge-holders. 

Irrigation  douche. 

Thigh-supports. 

Bozeman’s  button-adjuster. 

Short,  stiaight,  lance-headed,  tubular,  and  curved  needles. 

Needle-holders,  long  and  short. 

Operation  for  Closure  of  Simple  Vesico-Vaginal  Fistula. 

First  Step  . Denudation  of  the  Edges. — The  patient  is  placed  in 
a good  light  in  the  dorsal,  knee-elbow,  or  Sims’  position,  according 
to  the  situation  of  the  fistula.  The  dorsal  I prefer. 

Thi  ee  intelligent  assistants  and  two  nurses  are  required.  One 
assistant  stands  at  each  side  facing  the  operator,  to  assist  with 
retractors,  the  flushing  of  the  surfaces,  holding  of  sutures,  and  to 
control  haemorrhage.  The  third  with  one  nurse  attends  to  the 
instruments.  The  second  nurse  sees  to  the  dabs,  etc. 

The  first  step  consists  in  freshening  the  edges  of  the  opening  by 


fixes  the  mucous  membrane  is  hooked  up  on  a tenaculum,  and  put 
on  the  stretch.  By  care,  in  most  cases,  the  ring  of  tissue  desired 
to  be  removed  can  be  taken  away  in  a single  circular  strip.  The 
mucous  membrane  of  the  bladder  is  avoided.  The  broader  the  raw 
surface  is  on  the  ] vaginal  side,  the  better.  Both  curved  scissors  and 
knife  are  used.  Where  the  edge  of  the  fistula  is  thin  and  bevelled, 
the  operator  has  to  split  the  edge  or  extend  the  denuded  surface  on 
the  vaginal  wall.  Bleeding  is  arrested  by  forcipressure,  hot  irriga- 
tion, pressure,  and  fine  gut  ligature.  If  the  precaution  have  been 
previously  taken  of  dilating  the  vagina  and  rendering  the  uterus 
more  mobile  by  division  of  any  cicatricial  bands,  the  cervix  may  be 
drawn  down  by  a tenaculum,  and  the  strain  is  thus  taken  off  the 
edges  of  the  fistula. 

Second  Step : Passing  the  Sutures. — The  operator  has  at  hand  a 


Fig.  560. — Rake  for  holding  back  Flaps. 


removal  of  a strip  of  mucous 
membrane  from  its  entire 
circumference,  taking  care  to 
extend  the  incision  well  into 
the  angles  of  the  fistula.  The 
tissue  where  the  knife  trans- 
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blunt  hook,  Emmet’s  lance-headed  needles  and  others  variously  curved, 
of  selected  sizes,  threaded  at  the  ends  with  gut.  Emmet  threaded 
his  needles  with  a loop  of  silk,  for  drawing  the  wire  thread  through. 
The  tissue  is  steadied  with  the  tenaculum  or  a Kocher’s  forceps,  and 
with  the  needle-holder  the  needle  is  entered  at  about  a quarter  of 
an  inch  from  the  margin  of  the  wound,  and  it  is  pushed  forwards 
until  it  appears  in  the  opening,  when  it  is  seized  and  drawn  through. 
The  vesical  mucous  membrane  is  carefully  avoided.  The  needle  is 
now  entered  at  the  corresponding  point  of  the  opposite  side,  and  the 
needle-point  is  made  to  protrude  on  the  vaginal  surface  at  the  same 
distance  from  the  opposite  margin  of  the  fistula.  The  blunt  hook 
or  tenaculum  is  used  to  make  counter-pressure  by  passing  it  under 
the  needle-point,  while  the  latter  is  pushed  through  any  dense  or 
resisting  tissue.  The  suture  is  now  drawn  through  the  opening, 
aud  each  thread  is  taken  charge  of  by  an  assistant. 

If  Emmet’s  loop  of  silk  be  resorted  to,  it  lias  been  previously  fixed  to  a 
thread  of  silver  wire.  When  the  needle  has  been  passed,  it  is  seized  and 
drawn  through  with  the  silver  wire. 

Sufficient  sutures  are  then  passed,  generally  about  four  or  five  to 
the  inch. 

When  all  the  sutures  are  passed,  the  operator  again  cleans  the 
wound  of  blood  and  arrests  any  bleeding  from  the  pierced  points. 
If  simple  gut  sutures  be  used 
they  are  tied  off  separately. 

Silver  or  bronze  aluminium 
sutures  are  secured  either 
by  twisting,  perforated  shot, 
or  Bozeman’s  adjuster.  If 
wire  be  used  adaptation  of 
the  edges  is  secured  by  carefully  drawing  on  the  wire  with  a wire- 
catch  and  the  use  of  a wire-twister.  In  twisting  the  wire  care  must 
be  taken  of  the  amount  of  tension  placed  on  the  sutures. 

After-Treatment. — A careful  nurse  is  given  charge.  The  urine  is 
drawn  off  at  regular  intervals.  The  patient  lies  on  her  back.  The 
greatest  care  is  taken  as  to  the  cleanliness  of  the  glass  catheters 
used,  which  are  kept  sterilized,  as  before  directed  (see  chapter  on 
Asepsis,  also  that  on  the  Ureters).  If  a retained  catheter  be 
employed,  it  is  withdrawn  three  times  in  the  day  and  washed  freely 
out  by  forcing  a stream  of  carbolized  water,  or  weak  formalin 
solution,  through  it  with  a syringe.  Any  stoppage  in  the  flow  of 


Fig.  501. — Wire-catch. 


Fig.  5G2. — Wire-twister. 
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urine  is  at  once  attended  to.  A second  catheter  should  always  be 
ready  at  hand  to  replace  the  one  removed,  which  is  left  in  an  anti- 
septic solution  until  required. 


Opium  is  given  to  keep  the  bowel  quiet.  The  vagina  and  bladder 
are  washed  out  daily  with  some  mild  disinfectant.  The  sutures  are 
not  removed  until  the  tenth  day.  The  catheter  is  still  used,  and 
the  woman  is  not  allowed  out  of  bed  until  the  twentieth  day. 

Closure  by  Flap-splitting.— Ferguson  * (Manitoba)  has  performed 
an  operation  for  vesico-vaginal  fistula  on  the  flap-splitting  principle. 

An  incision  is  carried  through  the  vaginal  mucous  membrane  at  a distance 
of  one-eighth  of  an  inch  from  the  margin  of  the  fistula,  which  completely 
encircles  the  aperture.  The  operator  cautiously  deepens  this  incision  until 
he  reaches  the  lining  membrane  of  the  bladder.  Thus  a circumferential  flap 
of  the  vaginal  mucosa  is  secured.  By  inverting  this  flap  into  the  bladder,  a 
roof  for  the  raw  surface  is  obtained,  and  is  held  in  this  position  by  a con- 
tinuous suture  of  fine  chromic  gut,  which  is  inserted  so  as  to  avoid  the  vesical 
wall.  Thus  a narrow  strip  of  vaginal  mucosa  becomes  part  of  the  lining  of 
the  bladder.  The  artificial  opening  is  now  closed  and  water-tight,  and  the 
final  step  of  the  operation  is  the  passage  of  silkworm  gut  sutures  on  the 
vaginal  surface  in  the  ordinary  manner,  the  vesical  mucosa  being  avoided. 

Maclean  suggests  a plan  for  distending  the  bladder-wall  in  difficult  cases 
of  these  higher  vesico-vaginal  fistulse.  Some  eight  or  ten  inches  of  rubber 
tubing  are  connected  with  an  ordinary  toy  balloon  by  means  of  a short  glass 
tube.  The  collapsed  balloon  is  passed  through  the  fistula  into  the  bladder, 
and  then  distended  with  five  ounces  of  warm  sterilized  water.  The  balloon 


c 


Fig.  533.— Bozeman’s  Adjusters. 


Fig.  564. — Showing  Button 
Suture  Closing  Fistula. 
(Bozeman.) 


* Brit.  Med.  Jour..  Feb.  24,  1834. 
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is  now  drawn  firmly  into  the  fistula  by  means  of  the  tubing,  which  is  < ]amp<  d. 
The  freshening  of  the  fistulous  opening  is  thus  facilitated. 

Recto-Vaginal  Fistulse. 

These  fistula*  are,  as  I have  already  said,  often  very  difficult  to 
find.  Their  presence  is  only  discovered  by  the  escape  of  faecal  gas 
or  matter  into  the  vagina. 

Whenever  the  edges  of  this  fistula  can  be  brought  well  together 
from  the  vaginal  side,  the  operation  of  closing  it  should  be  performed 
from  that  side.  The  woman  is  placed  in  the  lithotomy  position. 
The  rectum  is  thoroughly  emptied  and  washed  out  with  a warm 
solution  of  boric  acid  and  cleansed  with  1 in  3000  of  mercuric 
perchloride,  and  a tampon  is  carried  to  the  sigmoid  flexure  so  as  to 
keep  the  part  free  of  fmces  during  the  operation.  The  steps  are 
practically  the  same  as  in  the  vesico-vaginal  procedure ; but  of  the 
two  the  vaginal  raw  surfaces  must  be  larger.  It  may  be  necessary 
to  attack  the  fistula  from  the  rectal  as  well  as  from  the  vaginal 
side.  If  so,  the  sphincters  should  be  thoroughly  dilated,  and  a 
smaller  duckbill  speculum  used  to  expose  the  fistula.  Sutures  are 
thus  introduced  both  from  the  vaginal  and  rectal  sides.  Goodell 
recommends  the  dissection  of  the  vaginal  mucous  membrane  for 
half  an  inch  from  the  circumference  of  the  fistula,  in  the  form  of  a 
frill,  which  is  inverted  into  the  rectum,  and  the  opening  is  closed 
both  by  rectal  and  vaginal  sutures.  The  bowels  are  locked  for 
fourteen  days  after  the  operation,  though  some  operators  prefer  a 
daily  evacuation.  The  after-care  is  the  same  as  in  other  operations 
of  a similar  nature. 

Operation  for  Fistula  close  to  the  Anus. — In  two  cases  of  the 
author’s  in  which  a large  fistulous  opening  involved  the  sphincter 
muscle  close  to  the  anus,  it  was  successfully  and  permanently  closed 
by  the  following  operation.  The  vaginal  mucous  membrane  was 
raised,  and  reflected  well  back  for  a space  of  three-quarters  of  an 
inch  from  the  margin  of  the  opening.  The  rectal  wall  was  next 
separated,  and  the  edges  of  the  aperture  in  it  freshened.  Gut 
sutures  were  then  carried  through  the  muscular  wall  of  the  rectum 
from  one  side  to  the  other,  at  short  distances  apart,  and  through 
the  entire  length  of  the  aperture.  The  edges  of  the  fistula  were 
thus  well  inverted  into  the  rectal  tube.  These  were  tied.  A purse 
string  suture,  also  of  gut,  was  then  run  round  the  sutured  area  and 
tied.  The  edges  of  the  vaginal  flaps  were  next  freshened,  and  these 
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were  brought  together,  covering  the  buried  rectal  sutures.  A free 
perineorrhaphy  was  next  done. 

Ferguson’s  Operation.  As  in  the  case  of  the  vesico-vaginal  plan,  this 
surgeon  obtains  a circumferential  flap  from  the  vaginal  surface,  extending  to 
.it  not  through,  the  mucous  membrane  of  the  rectum.  The  edge  of  the  flap 
is  seized  with  four  pressure  forceps  inserted  into  the  rectum,  and  a small  pile- 
clamp  is  applied  to  it ; the  free  portion  of  the  flap  external  to  the  clamp  is 
buint  oil  with  the  actual  cautery.  Interrupted  sutures  of  silkworm  gut  are 
inserted  and  tied  on  the  vaginal  surface  without  grasping  the  mucous  mem- 
brane of  the  rectum.  The  rectal  clamp  is  then  removed,  a rectal  tube 
wrapped  with  iodoform  gauze  is  placed  in  the  rectum,  and  the  vagina  is  also 
packed  with  the  same.  Thus  efficient  coaptation  of  an  extensively  bared 
surface  is  obtained,  resulting  in  ready  union.  The  cauterization  lessens  the 
liability  to  septic  infection,  which  is  further  guarded  against  by  the  iodoform 
packs..  The  rectal  tube  is  not  disturbed  for  a week,  after  which  an  enema  is 
administered  to  secure  an  action  of  the  bowels. 

Vesico-Utero-Vaginal  Fistula. 

In  vesico-utero- vaginal  fistula,  where  the  fistulous  opening  is  in 
proximity  to  the  cervix  uteri,  at  the  vaginal  junction,  the  uterus 


Fig.  565. — Treatment  of  Vesico-Uterine  Fistula  by  Supra-Pubic 
Incision.*  (From  Howard  Kelly.  After  Y.  Dittel.) 

Vesico-uterine  fold  opened— fistula  freed  from  the  uterus  and  the 

margins  freshened. 

must  be  freed  from  the  bladder,  and  all  cicatricial  tissue  dissected 
* See  ‘ Operative  Gynaecology,’  vol.  i.  pp.  330,  331,  by  Howard  Kelly. 
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through,  so  as  to  free  the  uterus  and  render  it  movable.  The  shape 
of  the  denuded  surface,  and  the  direction  in  which  the  sutures  are 
passed,  will  depend  upon  the  size,  shape  and  direction  of  the  fistula. 
In  the  case  of  a small  vesico-uterine  fistula,  we  may  determine 
its  existence  by  the  injection  into  the  bladder  of  coloured  liquid, 
which  will  be  seen  escaping  into  the  cervix.  Should  the  fistula 
unfortunately  be  above  the  cervix,  it  may  be  necessary  to  open  the 
abdomen,  incise  the  utero- vesical  fold  of  peritoneum,  and  separate 
the  bladder  from  the  uterus.  The  openings  in  the  bladder  and 
uterus  are  both  freshened,  and  closed  by  interrupted  silk  sutures. 
Those  passed  in  the  bladder  take  in  the  whole  wall  with  the  exception 


Fig.  5G6. — Opekation  completed.  (From  Howard  Kelly. 

After  Y.  Dittel.) 


of  the  mucous  membrane.  The  bladder-opening  is  first  closed. 
Before  closure  of  the  wound,  the  peritoneum  is  restitched  to  the 
uterine  wall.  Such  an  operation  is  fortunately  rarely  called  for. 
Other  surgeons  reach  the  fistula  by  incision  of  the  vaginal  roof, 
carefully  separating  the  bladder  and  uterus  as  far  as  the  fistula, 
which  is  then  closed  by  interrupted  sutures,  as  in  the  last  case,  the 
uterus  not  being  interfered  with.  Iodoform  gauze  is  carried  up 
between  the  uterus  and  the  bladder.  The  vagina  is  loosely 
tamponed  with  the  same.  Fistulse  occurring  lower  down  in  the 
cervix  are  closed  by  free  denudation,  including  the  cervical  tissue 
and  the  edges  of  the  vesical  opening.  The  fistulous  track  thus 
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Fig.  507. — Dilator  in  Position. 


beared  is  closed  by  silkworm  gut  sutures,  which  are  introduced  from 
the  vaginal  surface  of  the  cervix. 

. Bozeman  adoPts  an  ingenious  plan  for  previous  stretching  of  the  cicatricial 
tissue  and  the  uterine  ligaments.  He  employs  vulvo-vaginal  dilators  of 

different  sizes,  which  are  worn  after 
division  of  the  cicatricial  bands  and 
adhesions,  and  are  made  of  hard  rubber, 
of  oiled  silk,  or  taffetas  de  soie,  filled 
with  sponge.  He  thus  gradually  dilates 
the  vagina,  and  proceeds  with  division 
of  any  cicatricial  bands.  The  vaginal 
wall  and  the  edges  of  the  fistula  are  thus 
prepared  for  approximation.  He  has 
also  devised  a special  drainage  support, 
for  draining  off  the  water  directly  from 
the  fistula,  and  so  prevents  any  passage 
°f  urine  through  the  vagina  for  some 
time  previous  to  the  operation.  The  drainage  support,  of  which  there  are 
two  kinds,  is  connected  by  a tube  with  the  urinal.  We  can  bring  about  the 

same  result  by  the  use  of  a col- 
peurynter  in  the  vagina,  and  gradual 
stretching  of  the  canal,  if  preliminary 
division  of  the  cicatricial  bands  be 
necessary. 

In  the  case  of  very  extensive 
fistulas,  special  operative  procedures 
have  been  undertaken  by  different 
surgeons.  A.  Martin  * performs  a 
^ munes-  transplantation  operation  from  the 
width  of  body,  2 inches;  thickness  of  vas*na,l  wa^>  forming  a new  floor 
body,  f of  an  inch;  length  of  dish,  ^or  the  bidder  with  the  vaginal 
3, inches;  superficial  area  of  dish,  4 tissue,  and  closing  the  raw  surfaces, 
square  inches.  Dudley,  of  Chicago, f in  a case  in 

which  the  anterior  wall  of  the  cervix 
had  sloughed,  making  it  impossible  to  close  the  fissure  in  the  usual  manner, 
denuded  a strip  of  the  mucous  surface  of  the  bladder  from  side  to  side  for  an 
inch  above  the  posterior  edge  of  the  opening.  The  anterior  margin  of  the 
fistula  was  next  denuded  on  its  vaginal  surface,  and  the  vesical  mucous 
membrane  was  drawn  forward  and  attached  to  it  by  silkworm  gut  sutures. 
Mackemodt  ijl  closed  a laige  vesico- vaginal  fistula  by  carrying  an  incision 
acioss  the  fistula  as  fai  as  the  bladder,  exposing  its  entire  base.  He  next 
separated  the  bladder  fiom  the  vagina  freely,  and,  having  denuded  the  edges 
of  the  opening,  closed  it  by  silkworm  gut  sutures.  Over  this  the  vaginal 
wound  was  closed,  its  eages  having  been  freshened,  and  finally  the  uterus 

* Zeitscli.  f.  Geb.  u.  Gyn .,  No.  19,  p.  394. 

f Chicago  J\led.  Jour,  and  Exam .,  May,  189(1. 

+ Centralb.  f.  Gyn.,  No.  18,  1894. 


Fig.  508. — Utero-Vesical  Drainage 
Support. 

Dimensions  of  instrument : entire  length, 
4 inches;  length  of  body,  2 inches; 
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was  fixed  in  an  antefiexed  condition  so  as  to  fill  the  gap  and  make  a base 
against  the  newly  closed  opening. 

Freund  adopted  the  plan  referred  to  in  the  text  of  suturing  the  abraded 
uterus  into  the  fistulous  opening  and  to  the  urethra,  which  was  also  involved. 
The  fundus  uteri  was  then  resected,  so  as  to  leave  an  exit  for  the  menstrual 
discharge,  and  in  another  complicated  operation  of  the  same  nature  a like 
plan  was  adopted,  and  in  both  cases  with  a fair  degree  of  success.  This 
method  of  utilizing  the  lips  of  the  cervix  uteri  for  closing  fistulse  has  been 
adopted  by  different  surgeons.  Trendelenburg,  operating  in  the  inclined 
position,  opened  the  bladder  by  a transverse  supra-pubic  incision  wide  enough 
to  expose  the  prevesical  space,  and  to  make  an  aperture  in  the  bladder 
sufficient  to  denude  the  edges  of  the  fistula.  This  was  done  by  removing  a 
broad  band  of  tissue  from  the  mucous  membrane  of  the  bladder,  and  a 
narrower  one  from  the  vagina  and  the  cervix.  The  edges  were  brought 
together  by  threading  two  needles  on  one  suture,  and  bringing  its  ends  into 
the  vagina,  where  they  were  tied.  The  incision  into  the  bladder  was  then 


Figs.  569,  570.— To  illustrate  the  Detachment  of  the  Bladder  above  and 
its  Attachment  to  the  Uterus  below.  (Howard  Kelly.) 


closed,  leaving  an  aperture  for  a T drainage  tube,  which  was  not  removed 
till  about  the  twelfth  day. 

Howard  Kelly’s  plan  * is  divided  into  four  stages.  The  first  consists  of 
canying  a ciescentic  incision  around  the  posterior  two-thirds  of  the  fistula, 
followed  by  detachment  of  the  bladder  from  the  vagina  and  cervix  laterally, 
as  far  as  the  peritoneum  (Fig.  569,  a-x).  The  remaining  anterior  third  of 
the  fistula  ( b ) was  then  pared  on  the  vaginal  surface,  the  denudation  being 
canied  down  to,  but  not  including,  the  vesical  and  ureteral  mucosa.  Two 
flexible  urethral  catheters  were  used  to  indicate  and  protect  the  ureters.  The 
last  step  consisted  in  the  union  (a-b)  of  the  posterior  line  of  the  detached 
bladder  to  the  anterior  third  of  the  fistula  on  its  vaginal  surface,  silkworm  gut 
being  used,  and  the  sutures  being  so  passed  as  to  turn  the  edge  of  the 
muscular  wall  of  the  bladder  up  into  its  cavity,  thus  directing  the  ureteral 
orifices  upwards.  The  vaginal  opening  was  not  closed. 

Vaginal  Enterocele  and  Varicocele. -Various  authorities  have  from  time  to 


* Johns  Hopkins  Hospital  Bulletin,  Feb.,  1896. 
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time  reported  cases  of  vaginal  enterocele,  but  the  complication  is  a rare  one, 
and  can  only  be  relieved  by  operation.*  Cheron  describes  a vaginal  varico- 
cele or  a varix  of  the  recto-vaginal  septum,  associated  with  haemorrhoids,  and 
causing  pain  in  the  lumbar  region.  He  suggests  treatment  by  upward  massage 
of  the  varix. 

In  a case  in  which  the  urethra  was  totally  destroyed,  only  a 
mere  strip  being  left,  3 to  5 cms.  broad,  which  bridged  over  the 
meatus,  Berndt  (Stralsund)  first  detached  the  bladder  from  the 
vagina  forming  a tongue-shaped  flap  from  the  posterior  margin  of 
the  opening  in  the  bladder,  thus  closing  in  the  bladder  wall  and 
creating  a new  posterior  wall  to  the  torn  urethra.  When  this  flap 
had  healed,  which  it  did  by  first  intention,  a second  operation 
formed  the  new  urethra  by  making  two  quadrilateral  flaps  from  the 
anterior  vaginal  wall  and  the  adjacent  surface  of  the  labia  minora  ; 
one  flap  was  so  turned  that  its  mucosa  covered  the  urethral  gutter, 
while  the  other  was  used  to  cover  the  raw  surface  of  the  first,  thus 
making  a closed  canal.  The  permanent  result  was  perfect. 

* Mounts./.  Geb.  u.  Gyn.,  bd.  xvi.,  s.  875. 


CHAPTER  XLIV. 


AFFECTIONS  OF  THE  URETHRA. 


The  examination  and  exploration  of  the  urethra  by  dilatation  have 
been  already  referred  to,  and  in  the  chapter  on  the  bladder  Kelly’s 
method  of  exploration  is  described  (p.  895).  Such  an  examination 
will  be  found  to  expose  every  portion  of  the  urethral  wall.  The 
affections  of  the  urethra  are  : — 


Congenital  abnormalities. 
Urethritis. 

Prolapse. 

Urethrocele. 

Dilatation. 

Stricture. 

Fistula. 

Urethro-vaginal  abscess. 


Angioma. 

Condyloma. 

Vegetations. 

Caruncle. 

Tumours. 

Carcinoma. 

Polypi. 

Calculus,  and  foreign  bodies  in. 


Congenital  Abnormalities. — The  external  meatus  may  be  dis- 
placed to  the  side,  a ridge  of  mucous  membrane  projecting  in  the 
middle  line.  The  urethra  itself  may  be  absent  in  whole  or  part;  or 
the  vagina  and  bladder,  as  in  a case  of  Langenbeck’s,  may  form  a 
common  canal.  Atresia  of  the  urethra  is  very  rare,  but  it  has  been 
recorded.  In  hypospadias  a portion  of  the  urethra  is  absent,  and 
the  urethra  opens  within  the  vagina,  and  there  may  be  a common 
urinary  and  vaginal  orifice.  In  epispadias  the  upper  part  of  the 
urethral  wall  is  affected,  and  associated  with  this  malformation 
there  may  be  separation  of  the  labia  and  division  of  the  clitoris,  or 
there  is  more  extensive  arrest  of  development  in  the  upper  wall  of 
the  bladder  or  in  the  symphisis.  As  we  have  already  seen,  the 
position  and  direction  of  the  urethra  are  altered  by  various  com- 
plications, such  as  elongation  of  the  cervix  uteri,  prolapse,  uterine 
tumours,  and  cystocele. 

Urethritis.  Perhaps  the  most  frequent  cause  of  urethritis,  apart 
from  injury,  catheterization,  and  vulvitis,  is  gonorrhoea.  In  the 
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latter  case,  there  is  the  characteristic  everted,  swollen,  and  inflamed 
meatus,  and  round  the  orifice  are  minute  ulcers,  excessively  painful, 
and  constantly  pus  is  seen  filling  the  urethral  orifice.  The  acute 
attack  generally  passes  into  a chronic  form,  which  may  be  diffuse  or 
circumscribed.  In  the  former,  small  abscesses  occur,  involving 
Skene  s glands,  and  the  swelling  in  the  anterior  urethra  is  diffuse.* 
In  the  latter,  the  symptoms  are  not  so  severe,  and  there  is  but 
slight  discharge. 

The  treatment  of  chronic  urethritis  is  conducted  on  the  same 
lines  as  those  laid  down  for  vulvitis  and  vaginitis. j"  Applications 
of  perch loride  of  mercury  (y1-  gr.  to  the  ounce)  or  of  ichthyol  may 
be  made  daily  to  the  urethra.  Any  raw  surfaces  should  be  touched 
with  a solution  of  nitrate  of  silver  (20  grs.  to  the  ounce). 

Gonosan  in  Gonorrhoeal  Urethritis. — Gonosan  is  a compound  drug,  being  a 
mixture  of  kawa-kawa  with  oil  of  sandal.  It  is  regarded  as  a powerful 
antiseptic  in  urethritis  due  to  the  gonococcus.  It  relieves  the  painful 

symptoms,  increases  the  flow  of  urine,  and  quickly  diminishes  the  amount 
of  the  purulent  discharge.  It  should  be  given  after  meals.  If  pain  in  the 
back  supervene,  it  should  be  discontinued  for  the  time  being. 

Prolapse  of  the  Urethra  is  very  rarely  met  with.  Care  must  be 
taken  not  to  mistake  the  red  and  everted  mucous  membrane  for  a 
urethral  growth.  Efforts  at  replacement  should  be  tried  with  the 
parts  thoroughly  cocainized,  or  with  the  patient  under  an  anaesthetic. 
Should  these  fail,  the  prolapsed  portion  must  be  removed  either  by 
knife,  scissors,  ligature,  or  galvanic  wire.  Haemorrhage  has  to  be 
controlled  by  a tampon  and  T -bandage.  Emmet’s  plan  of  treating 
prolapse  of  the  urethra  is  to  make  an  opening  in  its  posterior  wall 
similar  to  that  described  in  the  button-hole  operation.  The  pro- 
lapsed tissues  are  drawn  through  the  slit  from  before  backwards. 
A sound  is  carried  into  the  urethra  to  place  it  on  the  stretch. 
Sutures  are  then  introduced  ‘entirely  through  the  flaps  in  the 
urethra,  so  as  to  transfix  the  lining  membrane  along  the  edges  of 
the  wound ; the  excess  of  tissue  is  then  removed,  and  the  opening 
closed.’ 

Acute  Prolapse. — I recently  had  occasion  to  operate  on  a lady,  aged  22,  for 
stenosis  of  the  cervix,  on  whom,  when  a child,  I performed  an  operation  both 
by  knife  and  cautery  for  prolapse  of  the  urethra.  The  prolapsed  portion  was 
then  completely  removed,  and  some  hypertrophic  tissue  which  remained  was 


* See  p.  5,  on  Skene’s  Glands.  f See  chapters  on  the  Vulva  and  Vagina. 
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cauterized.  Further  than  a little  thickness  of  the  lower  portion  of  the  meatus, 
there  is  now  no  remains  of  the  affection.  Arnold  Lea  * has  recoided  a case  of 
acute  prolapse  in  a patient  aged  35  years.  The  protrusion  occuned  suddenly 
whilst  straining  at  stool.  The  mass  projected  beyond  the  lessei  labia.  It 
was  rugose,  deeply  congested,  and  almost  black  from  effused  blood,  llieie 


Fig.  571. — Prolapse  of  the  Urethra.  (Arnold  Lea.) 


were  areas  of  greyish  exudation,  and  some  superficial  necrosis.  The  tumour 
was  extremely  sensitive,  and  bled  freely  on  being  touched.  The  genitalia 
were  normal.  Reduction  was  impossible,  and  the  mass  was  amputated,  while 
a wedge-shaped  piece  was  removed  at  the  lower  part  of  the  urethral  opening 
to  anticipate  any  future  tendency  to  prolapse. 


Urethrocele. — There  is  a difference  between  simple  prolapse  of 
the  urethra  and  true  urethrocele  (Emmet),  in  which  latter  affection 
there  is  both  shortening  and  sacculation.  This  sacculation,  Boze- 
man explains,  is  due  to  contraction  at  or  near  the  meatus,  and  its 
consequent  dilatation  and  bagging  above  the  constriction,  and  the 
retention  of  urine  in  the  urethra.  Emmet,  on  the  other  hand,  asso- 
ciates urethrocele  with  injury  to  the  urethra,  occurring  either  in 

* Jour.  Ohs.  Gyn.  Brit.  Emp .,  Jan.,  1903. 
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too  rapid  or  too  tedious  a labour.  The  head  in  its  advance  pushes 
the  loose  mucous  and  submucous  tissues  of  the  upper  part  of  the 
urethra  into  that  portion  below  the  pubic  arch,  and  thus  dilates  it. 
Cicatrization  of  either  end  of  the  urethra  may  occur  with  resulting 
sacculation  of  the  intervening  portion  of  the  canal.  Such  conditions 
of  prolapse  or  true  sacculation  require  careful  examination  on  the 
part  of  the  surgeon,  so  that  he  may  not  confound  the  swelling  with 
a tumour  or  vesical  enlargement,  or  look  on  it  as  a mere  secondary 
consequence  of  either  a rectal  or  uterine  affection. 

Emmet’s  Operation.— Emmet  operated  by  introducing  a block-tin 
sound  into  the  urethra.  With  this  the  prolapsed  tissue  of  the 
vesical  end  of  the  urethra  is  pushed  back  into  the  bladder.  The 
centre  of  the  urethrocele  is  steadied  with  a tenaculum  while  the 
sound  is  cut  down  upon  with  bent  scissors.  A fairly  free  incision 
is  made,  avoiding  the  neck  of  the  bladder  or  the  meatus  urethne. 
The  excess  of  tissue  entering  into  the  urethrocele  is  now  cut  away, 
but  sufficient  is  left  to  cover  the  sound.  The  sac  is  thus  obliterated! 

I he  urethra  is  drawn  out  with  tenacula  to  its  complete  length,  and 
with  fine  interrupted  silk  sutures  the  vaginal  and  urethral  mucous 
membranes  are  brought  together.  The  urethro-vaginal  fistula  thus 
made  is  closed,  when  the  urethra  is  restored  to  nearly  a normal 
condition. 

Abscess  in  the  Urethro-Vaginal  Septum  (Sub-urethral). 

T.  S.  Guilin  has  accurately  described  the  etiology,  symptoms,  and 
pathology  of  this  affection.* 

Etiology.  After  reviewing  the  anatomy  of  Gartner’s  ducts  in 
the  urethro-vaginal  septum,  he  refers  to  the  researches  of  Rieder, 
Doran,  and  others,  proving  that  there  are  remains  of  the  ducts  in 
the  vaginal  septum,  so  also  that  Skene’s  tubules,  which  are  situated 
just  within  the  urethral  orifice  on  either  side,  may  be  the  remains 
of  Gai  tner  s duct  (Rock  and  Bbhm).  The  possible  causes  of  the 
saccular  abscess  found  in  the  saccular  distension  of  the  urethro- 
vaginal septum  are : — 

1.  Congenital  cysts  or  those  occurring  in  the  new-born.  The  latter 
variety  has  been  mentioned  by  Englisch,  who  found  that  in  new-born  children 
small  oblong  cysts  are  occasionally  present  in  the  urethra  near  its  orifice.  He 
suggests  that  these  may  in  after-life  increase  in  size,  and  give  rise  to  the  above 
condition. f 


* Johns  Hopkins  Hospital  Bulletin , 1894. 
t See  ‘Cysts  of  the  Vagina,’  chapter  on  the  Vagina. 
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2.  A true  uretliral  diverticulum  where  all  the  urethral  coats  take  part.  Ibis 
is  due  to  the  wall  becoming  weak  at  one  point  (Lannelongue,  Priestley). 

3.  Accumulation  of  secretions  in  a urethral  gland. 

4.  Dilatation  of  a lacuna  of  Morgagni,  probably  due  to  inflammation, 
closure  of  its  orifice,  and  subsequent  distension  with  secretion  (Winckel). 

5.  Dilatation  and  possible  occlusion  of  Skene’s  tubules  (Bdhm). 

G.  Arrest  of  calculi  in  the  urethra,  with  a diverticulum  forming  to  accom- 
modate the  same  (Cheron,  Piedpremier). 

7.  Traumatism,  as  a kick,  or  injuries  during  labour.  Here  an  abrasion  of 
the  mucous  membrane  takes  place,  and  the  urine  gains  access  to  the  small 
pocket,  decomposes,  and  sets  up  an  inflammatory  process  (Duplay). 

8.  A suppurating  cyst  situated  in  the  urethro-vaginal  septum,  and  after- 
wards bursting  into  the  urethra  (Hermann). 

Symptomatology.— It  may  be  found  in  persons  of  any  age 
(Cheron) — more  likely  between  thirty  and  fifty.  The  symptoms 
are  painful  micturition,  with  discharge  of  ammoniacal  urine  or  pus. 

A swelling  is  first  noticed  in  the  vaginal  vault.  It  is  usually 
situated  in  the  mid-line  about  1 to  2 cms.  behind  the  external  orifice 
of  the  urethra.  The  tumour  varies  in  size  from  a marble  (Routh) 
to  a hen’s  egg  (Tait),  is  tender  and  fluctuant.  On  pressure  it 
diminishes  in  size,  and  discharge  of  ammoniacal  urine  or  pus  from 
the  urethra  follows.  A catheter  introduced  along  the  anterior  wall 
of  the  urethra  will  enter  the  bladder  without  difficulty,  and  usually 
clear  urine  escapes.  If  introduced  along  the  urethral  floor  with  its 
point  directed  downward,  it  will  enter  the  sac  cavity.  The  patients 
are  usually  in  good  health  and  give  no  history  of  chills. 

On  changing  from  a sitting  to  a standing  posture  there  is  often 
an  escape  of  the  sac  contents,  the  first  intimation  to  the  patient 
being  that  the  clothing  is  moist.  Coition  may  also  cause  a dis- 
charge of  the  fluid  (Giraud).  In  one  case,  on  pressure  the  contents 
escaped  into  the  bladder  instead  of  passing  out  of  the  urethra 
(Santesson).  AVhere  the  discharge  is  irritating  there  is  excoriation 
of  the  external  genitals  and  thighs.  The  sac  opening  in  the 
urethra  will  admit,  as  a rule,  a No.  6 catheter.  The  sac  may  have 
smooth  glistening  walls  (Hey),  be  lined  by  squamous  epithelium 
(De  Bary),  or  have  a ragged  appearance  with  trabeculce  traversing 
its  cavity  (Routh).  Its  contents  are  usually  decomposed  urine  and 
pus  cells,  and  where  the  sac  contains  calculi,  blood  cells  are  also 
found  (Cheron  and  Giraud).  In  one  of  the  cases  where  calculi  were 
present  the  interior  of  the  sac  presented  an  ulcer  at  its  most 
dependent  part,  which  was  probably  due  to  mechanical  injury 
produced  by  the  calculus. 
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J.  Miller ,*  in  recording  three  cases  of  this  affection,  gives  gonorrhoea,  the 
presence  of  urethral  calculus,  retention  and  blood-cysts,  and  parturient  injuries 
as  causes  of  sub-urethral  abscess.  Pressure  along  the  course  of  the  urethra  in 
a downward  direction  generally  empties  the  sac,  while  palpation  detects  the 
thickened  peri-urethral  swelling,  and  the  urethral  speculum  affords  conclusive 
evidence.  The  urethra  should  be  dilated  and  a digital  examination  made  It 
must  not  he  confounded  with  urethrocele.  Exploration  with  a probe  will 
differentiate  this.  The  most  satisfactory  treatment  is  incision  of  the  abscess. 
Such  agents  as  carbolic  acid,  formalin,  peroxide  of  hydrogen,  may  be  used 
to  disinfect  and  to  arrest  suppuration. 

Treatment.— This  consists  in  the  removal  of  the  redundant  tissue 
m toto  by  an  elliptical  incision,  then  a slight  inversion  of  the 
mucous  membrane,  and  closure  by  silk  sutures.  The  catheter 
should  be  passed  three  times  daily  for  three  to  four  days,  and  the 
patient  should  afterwards  be  advised  to  urinate  in  the  genu- 
pectoral  position  for  a week  longer.  In  introducing  the  catheter, 
care  should  be  taken  to  pass  it  along  the  anterior  urethral  wall. 

Fistulse  of  the  urethra  must  be  closed  by  operation  (see  chapter 
on  the  Vagina,  p.  882). 

Operation  for  New  Formation  of  Urethra  after  its  Destruction. 

Noble  has  recorded  a case  which,  after  repeated  operations  (his  third 
being  the  fourteenth  effort)  he  successfully  treated  a large  urethral  gap  which 
followed  an  operation  on  the  vaginal  wall.  In  this  case  the  entire  interior 
wall  of  the  urethra  was  absent,  a large  fistula,  involving  the  neck  of  the 
biaddei,  being  piesent.  Only  a strip  of  mucous  membrane,  continuous  with 
the  vesical  wall,  marked  the  situation  of  the  urethra,  while  the  edges  of  the 
fistula  were  cicatricial,  with  lateral  extensive  cicatrices  at  either  side  of  the 
uiethral  tiack.  His  fiist  effort  to  create  a urethra  by  a plastic  operation 
succeeded  so  far  that  the  patient  was  able  to  retain  her  urine  for  from  three 
to  five  hours;  but  a small  fistula,  arising  from  lateral  traction  due  to  the 
healing  of  the  lateral  incisions,  formed  subsequently,  and  Noble  selected  the 
labium  minus  from  which  to  obtain  the  tissue  for  the  final  operation  to 
elongate  the  urethra  and  bring  the  new  orifice  to  the  clitoris  instead  of  its 
normal  site,  so  as  to  increase  the  retentive  power  of  the  bladder.  The  ulti- 
mate result  of  the  operation  was  that,  by  the  introduction  of  a small  tampon 
into  the  vagina  to  make  pressure  upon  the  internal  orifice  of  the  urethra,  and 
to  elevate  slightly  the  base  of  the  bladder,  the  patient  could  retain  her  urine 
for  several  hours  during  the  day,  and  slept  soundly  at  night.  The  result 
appears  to  have  been  permanent. f 

Both  venous  angioma  and  vegetations  are  differentiated  from 
urethral  caruncle  by  their  want  of  sensitiveness. 

* Amer.  Gyn.  Aug.,  1903. 

t For  a complete  description  of  Noble’s  operation,  see  the  American  Journal 
of  Obstetrics,  vol.  xliii.,  No.  2,  1901. 
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Polypi  are  readily  removed. 

Condyloma. — Pedunculated  condylomata,  similat  to  those  found 
elsewhere,  grow  at  the  external  meatus.  They  can  be  snipped  oil, 
and  the  cautery  applied. 

Urethral  Caruncle— Situation  and  Nature.— This  growth  is  found 
at  the  orifice  of  the  meatus.  In  its  structure  it  consists  of  hyper- 
trophied  hypervascular  papillae,  surrounded  and  invaded  by  connec- 
tive tissue,  the  papillae  being  generally  covered  with  squamous  and 
stratified  epithelium.  It  is  mostly  in  its  origin  of  an  inflammatory 

nature. 

Pathogeny— Varieties  (Lange).— Lange  * distinguishes  three  distinct  types 
of  the  disease— simple  granulomata,  papillary  angiomata,  and  simple  angioma. 
The  granuloma  is  characterized  by  an  infiltration  of  round  cells  and  aggiega- 
tion  of  capillaries.  To  gonorrhoea  this  inflammatory  form  can  frequently  be 
traced.  The  papillary  angiomata  are  highly  vascular  mucous  polypi  of  the 
papillary  type,  having  an  epithelial  covering  with  papillary  elevations  invaded 
by  connective  tissue  of  a fibrillary  character.  Hie  thiid  variety  has  the  cha- 
racter of  telangiectasis,  delicate  capillary  vessels,  with  thin  walls,  but  so  dilated 
as  to  give  the  "tissue  a cavernous  character.  Cysts  lined  by  a layer  of  cubicle 
cells  are  not  infrequently  present.  Here  the  epithelium  is  stratified  and 
squamous.  As  to  the  ages  at  which  these  varieties  occur,  granuloma  was  most 
frequent  between  twenty  and  forty,  the  papillary  mucous  polypi  after  fifty,  and 
the  telangiectatic  variety  under  forty.  In  middle  life  all  tlnee  vaiieties  aie 
met  with  equally.! 

Symptoms  and  Physical  Signs. — The  patient  generally  consults 
us  for  pain  and  frequency  in  passing  water  ; the  former  at  times  is 
excruciating.  Coitus  is  painful,  and  if  the  case  be  an  aggravated 
one  there  is  pain  in  walking,  and  the  slightest  movement  causes 
distress.  The  woman’s  suffering  is  written  on  her  countenance. 
She  is  anxious,  depressed,  nervous,  and  hysterical.  On  making 
an  examination,  the  cause  of  the  suffering  is  at  once  apparent  in 
the  little  raspberry-red  growth  or  growths  which  are  seen,  either 
sprouting  from  or  occluding  the  urethral  orifice.  These  may  be  very 
small  (the  largest  I have  seen  have  not  exceeded  in  size  a small 
filbert),  or  they  may  grow  to  the  size  of  a pigeon’s  egg.  The 
characteristic  feature  of  the  affection  is  at  once  demonstrated  by 
the  intense  pain  on  touching  the  growth  with  a little  cotton-wool 
rolled  on  a probe.  When  incompletely  anesthetized  the  woman 
will  still  wince  if  the  tumour  be  manipulated.  This  pain  and 
sensitiveness  is  not  always  present.  I have  seen  caruncles  which 


* Zedsch.f.  Gtb.  u.  Gyn .,  bd.  xlviii.,  heft  1. 

t Abstract  by  Thomas  Wilson,  Jour.  Ob*,  and  Gyn.  Brit.  Emp.,  May,  1903. 
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were  not  so  sensitive.  They  may  occur  at  all  periods  of  life,  both 
in  married  and  single.  Goodell  thinks  that  the  pressure  on  the 
urethral  veins  during  the  arrest  of  the  head  in  labour  may  predis- 
pose to  the  occurrence,  but  I have  seen  caruncul®  in  virgins. 

Irritating  discharges  and  habits  of  uncleanliness  are  predisposing 
causes. 

Prognosis.  The  great  tendency  to  recurrence  should  be  remem- 
bered. This  applies  more  to  the  sessile  variety  than  to  the  pedi- 
culated.  When  multiple,  if  they  be  pediculated,  there  is  the  best 
chance  of  complete  cure. 

Treatment.— There  is  but  one  satisfactory  treatment  for  urethral 
caruncle,  viz.  removal  by  forceps  and  scissors,  and  the  subsequent 


Fig.  572. — Urethral  Caruncle. 


application  of  the  actual  cautery  (Paquelin’s),  or  the  galvano-cautery 
knife  or  wire  may  be  used.  We  must  be  prepared  for  smart  bleed- 
ing, which  may  have  to  be  controlled  by  tampon  and  compress.  I 
have  twice  removed  large  growths  of  this  nature  sprouting  from  the 
meatus  and  filling  the  canal  for  a short  distance  from  the  orifice. 
The  urethra  was  first  dilated,  and  the  mass  then  carefully  ablated 
for  its  entire  extent.  Bleeding  having  been  arrested  by  forci- 
pressure,  a flat  electro-cautery  knife  was  carried  over  the  entire 
raw  surface,  up  to  the  healthy  mucous  membrane.  This  latter  was 
then  brought  down,  and  united  by  fine  interrupted  sutures  to  the 
skin,  thus  forming  a new  orifice.  The  permanent  result  in  both  cases 
was  excellent.  Celloidinzwirn  is  a preferable  material  to  gut.  If 
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an  operation  will  not  be  submitted  to  (which  is  exceptional),  the 
topical  application  of  such  agents  as  carbolic  acid,  nitric  acid,  and 
chromic  acid  may  be  tried  in  order  to  deaden  sensibility. 

Malignant  Disease. — Cases  of  sarcoma , epithelioma , melanosis,  and 
rodent  ulcer  are  occasionally  met  with.  Temporary  arrest  or  limita- 
tion of  the  disease  is  the  most  we  can  hope  to  effect  by  treatment 
in  these  cases.  The  galvanic  knife,  Paquelin’s  cautery,  the  curette, 
and  such  caustics  as  chloride  of  zinc,  lactic  acid,  and  chromic  acid, 
are  among  the  best  methods  of  dealing  with  these  growths. 

Primary  Carcinoma  of  the  Urethra. — Percy,  in  a critical  review 
of  the  literature  of  this  affection,  could  only  find  nine  undoubted 
cases,  including  those  of  Frankenthal,  published  in  1899.  Percy  s 
own  case  was  an  epithelioma  of  transitional  cell  type,  its  epithelium 
harmonizing  with  the  origin  of  the  tumour  from  the  urethra  or 
bladder.  The  four  conditions  which  have  to  be  differentiated  are 
caruncle,  syphilis,  cancer,  and  lupus.  The  last  named  is  never 
primary  in  the  urethra.  The  sensitiveness  and  pain  of  caruncle 
lead  to  early  examination.  The  greatest  difficulty  is  to  distinguish 
between  syphilis  and  malignancy.  Free  and  wide  excision,  with 
removal  of  the  lymphatics,  comprises  the  treatment."' 

Primary  Cancer  of  the  Meatus  Urinarius. — Homesse  f reported  a case  ol 
primary  carcinoma  of  the  meatus,  in  a woman  aged  52,  which  followed  a con- 
tusion caused  by  a fall,  with  the  legs  separated,  against  the  top  of  a water- 
pipe.  The  onset  of  the  disease  was  insidious,  and  no  notice  was  taken  of  the 
growth  until  haemorrhage  occurred,  with  pain  on  micturition.  There  was  no 
vulvar  swelling. 

o 


Stricture. 

Stricture  of  the  urethra  may  be  of  congenital  origin,  or  follow — 

Traumatism  in  labour ; 

Cauterization ; 

Gonorrhoea  ; 

Vulvar  lupus  (very  rare). 

Stricture  must  be  treated  either  by  rapid  and  forcible  dilatation 
or  by  gradual  dilatation.  If  the  former  be  practised,  care  must 
be  taken  not  to  injure  the  neck  of  the  bladder  so  as  to  cause 
incontinence.  No  permanent  trouble  has  ever  arisen  in  any  case 
of  urethral  dilatation  in  my  practice.  Cases  of  incontinence  have, 
however,  been  recorded. 

* Amer.  Jour.  Obs.,  April,  1903.  f Progres  Medicate,  September  1,  1903. 
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I prefer  my  metal  uterine  dilators  for  this  purpose  to  any  other. 
They  are  safer  than  Hegar’s,  and  the  graduated  bulbous  ends  are 
easier  of  introduction  (p.  82).  For  incontinence  of  urine  with 
pain,  whether  it  be  caused  by  urethral  growths,  extraneous  pressure, 
or  vesical  irritation,  the  greatest  relief  will  be  found  frequently  to 
follow  simple  dilatation  of  the  urethra.  This  can  readily  be  effected 
in  the  manner  already  described.  The  practitioner  will  do  well  to 
use  gradual  dilatation,  and  exercise  all  possible  caution  to  avoid 
laceration  of  the  neck  of  the  bladder.  Emmet  insists  on  the  supe- 
lioiity  and  safety  of  his  method  of  exploration  by  incision. 

Should  the  stricture  be  due  to  cicatricial  contraction,  the  urethra 
should  be  thoroughly  cocainized,  and  the  cicatrix  freely  incised,  or 
it  may  be  necessary  (Kelly)  to  resect  the  lower  wall  of  the  urethra 
with  the  cicatrix,  closing  the  wound  with  fine  interrupted  sutures 
and  keeping  a retained  catheter  in  the  bladder. 

Operations  for  Undue  Dilatation  of  the  Urethra.— Should  the  urethra  from 
any  cause  be  permanently  dilated,  as  the  result  of  forcible  dilatation  or 
laceration  of  the  external  meatus,  various  plans  have  been  suggested  to  cause 
contraction.  Pawlik  * draws  the  urethral  orifice  forwards  and  to  the  side,  and 
then  denudes  a strip  two  centimetres  long  in  the  cleft,  suturing  the  edges  so 
as  to  fix  the  urethra  in  its  new  position.  When  these  sutures  are  removed, 
the  other  side  of  the  urethra  is  drawn  upwards  and  outwards,  and  a similar 
denudation  is  made.  The  object  is  to  give  the  urethra  a bend  forwards,  and 
to  flatten  the  posterior  wall  against  the  anterior  by  traction. 

Gfei  suny,j*  having  isolated  the  urethral  canal  by  dissection  to  the  neck  of 
the  bladder,  twisted  the  urethra  on  itself,  and  having  thus  formed  a series  of 
spiral  folds,  secured  it  in  this  form  permanently  by  sutures. 

Frank  contracts  the  urethra  by  excision  of  a portion  of  it  for  the  entire 
length  of  its  posterior  wall  to  within  a centimetre  of  the  internal  orifice. 
Here,  by  an  elliptical  denudation  of  the  vagina  round  the  neck  of  the  bladder 
and  the  approximation  of  the  margins  by  sutures,  an  artificial  impediment  to 
the  escape  of  urine  from  the  bladder  is  secured,  which  assists  the  effects  of 
the  excision  of  the  urethra. 

Physiological  Rest  to  the  Bladder. 

Button-hole  of  Emmet. — Emmet  devised  and  advocated  an  operative  pro- 
cedure for  exploration  of  the  urethra,  by  means  of  which  the  entire  canal  can 
be  explored  and  any  local  treatment  applied.  It  is  safe,  and  can  be  performed 
without  difficulty.  It  does  not  interfere  with  the  control  of  the  urine.  It 
affords  physiological  rest  to  the  bladder  in  cellulitis,  cystitis,  and  other 
cases  of  persistent  bladder  irritability.  He  calls  this  step  ‘the  button-hole 
operation.’  It  is  performed  thus : The  patient  is  placed  on  the  left  side 


* Wien.  Med.  Wochensehr.,  1888. 
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under  an  anaesthetic,  and  a Sims’  speculum  is  introduced  so  as  to  expose 
thoroughly  the  anterior  vaginal  wall.  Emmet  himself  uses  a ‘ button-hole 
scissors,’  the  long  blade  of  which  takes  the  place  of  a urethral  sound  and  has 
an  aperture  through  which  the  vaginal  blade  passes,  the  latter  being  so  curved 

as  to.  avoid  the  urethral  orifice  in  the  incision. 

Under  any  circumstances,  it  is  better  to  introduce  a sound  of  sufficient  size 
to  stretch  the  urethral  tissues.  A knife  may  then  be  used.  The  tissues  on  the 
vaginal  side  of  the  urethra  are  incised  down  to  the  sound,  midway  between 
the  urethral  orifice  and  the  neck  of  the  bladder:  this  latter  must  be  carefully 
avoided.  The  line  on  the  vaginal  side  is  a third  more  than  that  on  the 
urethral,  this  extension  being  mainly  on  the  vesical  side  of  the  incision. 
Through  the  incision  thus  made 

o 

we  can  explore  the  urethra  and 
the  entrance  to  the  bladder. 

Emmet  employed  this  method 
for  exploration,  but  such  an  in- 
cision, for  this  object  solely,  will 
be  rarely  necessary.  Should  it 
be  so,  after  exploration,  we  close 
the  wound  immediately  by  in- 
serting sutures,  which  include 
the  urethral  mucous  membrane, 
and  pass  from  one  side  of  the 
wound  to  the  other,  the  lips 
being  well  everted  by  a tena- 
culum. The  patient  is  kept  in 
bed  for  over  a week,  and  the 
passage  of  a catheter  is  avoided 
if  possible. 

On  the  other  hand,  if  our  ob- 
ject be  to  maintain  the  patency 
of  the  opening,  so  as  to  secure 
physiological  rest  for  the  blad- 
der, the  edges  of  the  urethral 
mucous  membrane  are  united  to 


Fig.  574.— Emmet’s 


Fig.  573. — But- 
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,i  • i r i _ r TON-HOLE  SciSSOlIS.  BUTTON-HOLE  OPENING. 

the  vaginal  surface  by  means  of 

interrupted  sutures  of  silkworm  gut  or  carbolized  silk.  The  edge  of  the 
urethral  tissue  is  drawn  out  and  covered  by  the  vaginal  membrane,  and  both 
are  neatly  united,  and  granulation,  if  possible,  prevented.  The  patient  is  kept 
in  bed,  the  parts  are  douched  with  warm  carbolized  water,  and  after  the  douche 
or  sponging,  the  wound  is  smeared  with  some  mild  astringent  ointment  or 
salve ; this  treatment  is  continued  for  some  time.  If  the  opening  be  no 
longer  indicated,  it  is  closed  in  the  same  manner  as  a vesico -vaginal  fistula. 


Calculi. — Calculi  in  the  urethra  may  be  dealt  with  either  by 
dilatation  with  forceps,  or  by  a vaginal  incision,  or,  if  they  be  soft, 
they  may  be  crushed  and  the  debris  removed. 
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Malformations. 

Displacements. 

Hyperaemia. 

Fistula. 

Prolapse. 

Calculus. 

Foreign  bodies  in. 


Cystitis. 

acute 


chronic 


simjde,  catarrhal,  septic. 

traumatic,  post-operative. 

gonorrhceal. 

tubercular. 

puerperal. 


Tumours : — 

Papilloma.  Sarcoma. 

Myoma  and  fibromyoma.  Carcinoma. 

Adenoma.  Dermoid. 

Myxoma. 

The  reference  to  any  of  these  vesical  affections  in  this  work  must 
necessarily  be  brief.  Still,  in  any  work  on  gynaecology  it  is  essential 
to  include  a description  not  only  of  modern  methods  of  diagnosis, 
but  also  of  the  more  commonly  occurring  diseases  which  the  surgeon 
is  daily  brought  into  contact  with,  and  to  endeavour  to  succinctly 
summarize  their  treatment. 

Examination  of  the  Bladder. — The  female  bladder  may  be 
examined  by  any  of  the  following  methods  : — 

(a)  X Rays. — The  view  is  universal  that  in  every  case  of  sus- 
picion or  doubt  as  to  the  jrresence  of  a calculus  or  foreign  body  in 
the  bladder,  ureter,  or  kidney,  the  Rontgen  ray  should  be  always 
availed  of,  and  a radiograph  obtained.  I am  indebted  to  Mr. 
Shenton  for  the  three  illustrations  on  the  adjoining  plate. 

Shenton  * gives  the  following  results  in  200  suspected  cases  of  the  X-ray 
examination : — 

‘ Cases  examined,  200. 

‘ Cases  in  which  the  rays  and  surgeon  discovered  calculi,  28. 


* Guy's  Hospital  Reports,  vol.  l\  i. 


rLATES  CXVIIL,  CXIX.,  CXX. 


Calculus  in 
the  Right 
Kidney. 
(Shenton.) 
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‘ Cases  in  which  surgeon  found  calculi  and  the  rays  did  not,  8. 

‘ Cases  stated  not  to  have  calculi  by  the  rays,  and  operated  on  with  negative 

results,  11.  V1  , 0 

4 Number  of  cases  in  which  the  rays  detected  calculi,  but  surgeon  did  not,  l. 

‘ Therefore,  the  number  of  cases  in  which  the  result  obtained  by  the  lays 

has  been  proved  to  be  correct  amount  to  30.  ^ 

‘ The  instances  in  which  they  have  been  proved  wrong  are  8.  -the  oo 
remaining  cases  are  doubtful,  as  they  have  not  been  operated  upon,  but  in 
most  instances  the  negative  evidence  of  the  rays  has  been  confirmed  \ 
subsequent  history. 

4 It  will  be  seen,  therefore,  that  the  positive  evidence  is  almost  perfectly 
reliable,  the  negative  not  absolutely  so,  but  that  it  should  be  allowed  to  have 


weight  when  considered  with  other  symptoms. 

4 The  errors  occurred  in  stout  people  and  in  those  who  presented  abnormal 
opacity  to  the  rays,  or  in  cases  where  the  stones  were  very  small,  or  where 
composed  of  uric  acid  or  urates  without  admixture  of  more  opaque  salts.1 


(?>)  Percussion. — The  over-distended  bladder  can  be  detected  by 
careful  percussion. 

(c)  Palpation. — It  may  be  palpated  bi-manually  with  the  index- 
finger  of  the  left  hand  in  the  vagina,  and  the  light  hand  placed 
supra-pubically.  Palpation  is  assisted  and  bi-manual  examination 
is  best  conducted  by  the  emptying  of  the  bladder  befoiehand.  It 
may  be  further  facilitated  by  placing  the  patient  in  the  knee-elbow 
position.  A tumour  or  stone  in  the  region  of  the  neck  of  the  viscus 
may  thus  be  felt. 

(d)  By  the  Sound.— With  a sound  in  the  uterus  and  another  in 
the  bladder,  the  size  and  situation  of  a tumour  as,  for  example,  a 
displaced  ovary  or  dermoid  cyst — may  be  determined  on. 

(e)  Dilatation  of  Urethra— In  the  absence  of  the  cystoscope,  the 
urethra  may  be  dilated  with  graduated  dilators  until  the  finger  can 
be  passed,  and  the  neck  of  the  bladder,  as  far  as  the  ureteral  line, 
explored.  "With  the  finger  of  the  right  hand  in  the  bladdei,  and 
the  left  in  the  vagina,  circumscribed  growths  may  be  felt  between 
the  two.  This  operation  has  to  be  cautiously  conducted  under  an 
anaesthetic,  and  the  maximum  degree  of  dilatation  should  be  arrived 
at  slowly. 


Kelly  says,  4 The  time  has  for  ever  gone  1 for  this  procedure.  This  may 
be  so  for  the  skilled  cystoscopist ; but  it  is  not  applicable  to  many  surgeons 
who  have  not  this  appliance  or  Kelly’s  instruments,  and  who  have  to  aid 
their  diagnosis  by  such  an  exploration  as  that  mentioned  in  the  text. 

(/)  Cystoscopy. — The  cystoscope  of  Nitze  or  that  of  Kolischer 
(Pig.  553)  may  be  used.  This  examination  requires  care  in  its 
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application,  and  practice  both  on  the  living  and  dead  subjects  and 
on  artificial  bladders. 

(g)  Incision  through  the  Vagina  and  Urethral  Dilatation. — 

Emmet’s  plan,  by  dilatation  of  the  urethra  and  incision  through 
the  vagina,  has  been 
already  referred  to. 

It  is,  perhaps,  the 
most  preferable  me- 
thod to  adopt  in 
certain  cases  of  tu- 
mour of  the  neck  of 
the  bladder  which 
has  to  be  removed 
by  operation. 

(h)  Howard 
Kelly’s  Method  of 
Direct  Examina- 
tion of  the  Female 
Bladder.  — Howard 
Kelly’s  method  of  direct  examination  of  the  female  bladder  and 


Fig.  577.— Patient  supported  with  Kelly’s  Suspenders  in  the  Knee- 
elbow  Position  for  either  Cystoscopy  or  Proctoscopy. 

ureters  with  elevated  pelvis,' and  catheterization  of  the  ureters,  is 

3 m 


Fig.  576. — Dorsal  Position  of  the  Body  for  Ex- 
ploration of  the  Bladder  and  Ureter  in 
Howard  Kelly’s  Method. 
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now  well  known.  The  importance  to  the  gynaecologist  of  his  exact 
ureteral  examination  cannot  be  over-estimated.  I have  already, 
in  discussing  the  surgical  treatment  of  uterine  fibromata,  referred 
to  the  secondary  renal  effects  which  follow,  both  from  pelvic  in- 
flammations and  tumours  pressing  upon  and  involving  the  ureters, 
as  also  their  implication  during  the  different  operations  for  hysterec- 
tomy, and  to  the  anatomy  of  the  ureters  and  their  course.  The 
fact  that  they  are  accessible  to  exploration  was  demonstrated  by 
Kelly.  For  the  landmarks  for  finding  the  orifice  of  the  ureter  and 
its  palpation,  the  reader  should  refer  to  pp.  46-50. * 

In  using  Kelly’s  cystoscope,  either  the  dorsal  or  knee-breast  posi- 
tion may  be  selected.  Perhaps  the  latter  is,  on  the  whole,  the  one 
now  more  generally  availed  of,  but  much  may  depend  on  the  nature 
of  the  case,  the  form  of  growth  or  the  position  of  the  diseased  area, 
or  some  displacement  of  the  bladder  by  extra-vesical  effusions  or 
growths. 

Details  of  Method. 

‘ The  genu-facial  position  is  indispensable  in  those  cases  in  which,  owing 
to  disease,  the  bladder  will  not  balloon  out  in  ordinary  posture ; but  Kelly 
frequently  succeeded  in  the  dorsal  and  left  semi-prone  positions  if  the  pelvis 
were  moderately  elevated.’ 


Fig.  578. — Kelly’s  Urethral  Calibrator. 

The  lines  indicate  the  diameter  in  millimetres. 

Kelly  ‘ exposes  the  whole  inner  surface  of  the  bladder,  and  the  ureteral 
orifices,  to  a direct  inspection  without  any  intervening  fenestra  or  mirror.’ 
By  this  method,  he  says  1 any  gynaecologist,  after  a little  practice,  should 
be  able  in  almost  every  case  to  catheterize  either  ureter  within  a few  seconds 
after  the  introduction  of  the  speculum.  The  bladder  exposed  in  this  way 
may  be  inspected  with  as  much  ease  and  more  directly  than  the  larynx,  the 
posterior  nares,  or  the  fundus  oculi. 

‘ The  following  instruments  and  accessories  are  required  for  the  examina- 
tion : a female  catheter ; a series  of  urethral  dilators  ; a series  of  specula  with 
obturators ; a common  head  mirror,  and  a lamp,  Argand  burner,  or  electric 
light ; long  delicate  mouse-toothed  forceps  ; suction  apparatus  for  completely 
emptying  the  bladder;  ureteral  searcher;  ureteral  catheter  without  a handle  ; 
several  bran  bags  or  an  inclined  plane  for  elevating  the  pelvis. 

* Also  chapter  on  Ureters. 
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‘ The  bladder  is  first  emptied  as  completely  as  possible  by  the  catheter.  A 
residuum  of  from  one  to  several  teaspoonfuls  of  urine  always  remains,  even 
though  the  bladder  be  evacuated  with  the  patient  in  a standing  posture.  In 
order  to  determine  the  proper  dilator  to  begin  with,  I calibrate  the  meatus 
urinarius  externus  by  means  of  a slender  metal  cone  10  centimetres  long, 
marked  in  a graduated  scale  from  its  point,  2 millimetres,  to  its  upper  end, 
20  millimetres  in  diameter.  The  calibrator  is  pushed  into  the  urethra  as  far 
as  it  will  readily  go,  and  the  marking  at  the  meatus  externus  noted.  A 
dilator  of  the  diameter  indicated  by  the  calibrator  is  then  passed  through  the 
urethra  by  holding  the  handle  at  first  well  above  the  level  of  the  external 
meatus,  upon  which  the  point  rests,  and  carrying  the  dilator  on  through  the 
urethra  and  into  the  bladder  by  a gentle  sweeping  curve  of  the  hand  down- 
ward and  inward  toward  the  urethra.’ 

Kelly  uses  sigmoid-shaped  conical  dilators  graduated  in  millimetres  like  the 
specula,  and  flattened  in  the  centre  for  the  purpose  of  grasping.  He  estimates 
the  urethral  calibre  at  2 centimetres  in  diameter  and  G in  circumference. 


£ By  introducing  the  dilators  as  they  occur  in  the  series,  the  average  female 
urethra  can  easily  be  dilated,  up  to  12  millimetres  in  diameter  with  only  a 
slight  external  rupture.’  He  has  never  seen  a tear  of  more  than  2 or  3 
millimetres  in  length  and  from  1 to  1^  in  depth. 

I do  not  here  figure  the  special  dilators  of  Kelly.  Those  figured  at  p.  82 
will  answer  every  purpose. 

As  soon  as  a dilatation  of  from  12  to  lb  millimetres  is  reached,  a speculum 
of  the  same  diameter  as  the  last  dilator  is  introduced,  and  its  obturator 
removed.  Boro-glyceride  is  the  best  lubricant. 

‘ The  hips  of  the  patient  are  now  elevated  on  the  cushions,  or  on  a short 
inclined  plane,  26  or  30,  or  even  40,  centimetres  (8  to  12  or  16  inches)  above 
the  level  of  the  table  (Fig.  576),  that  is  if  the  dorsal  position  be  chosen,  or 
she  is  placed  in  the  knee-breast  position  and  supported  on  it. 

‘ There  are  sixteen  specula  (Figs.  579,  580),  varying  from  5 to  20  milli- 
metres in  diameter,  the  successive  sizes  increasing  by  1 millimetre.  The 
specula  are  cylindrical,  9J  centimetres  long,  and  each  is  provided  with  a 
conical  mouth  to  assist  in  reflecting  the  light  into  the  bladder.  Each 
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speculum  is  fitted  with  an  obturator  (Figs.  579,  580).  The  calibre  is  marked 
in  millimetres  on  a little  handle  at  the  side  of  the  speculum. 

£ The  examiner  now  puts  on  the  head  mirror  and  prepares  to  inspect  the 
bladder.  An  electric  drop  light,  an  Argand  burner,  a lamp,  or  a candle  in  a 
dark  room,  is  held  close  to  the  patient’s  symphysis  pubis  so  that  the  light  can 
be  easily  caught  by  the  head  mirror  and  reflected  into  the  bladder.  A good 

direct  light  from  a window  will  also  suffice. 

‘Upon  withdrawing  the  obturator,  the 
pelvis  being  elevated,  the  bladder  becomes 
distended  with  air,  and  by  properl}7  direct- 


ing the  reflected  light  all  parts  of  its  interior  are  accessible  to  a direct 
inspection. 

‘ If  a pool  of  urine  remain  in  the  bladder,  it  should  be  withdrawn  by  means 
of  a simple  suction  apparatus  (Fig.  581).  If  there  be  a residuum  of  not  more 
than  2 or  3 cubic  centimetres,  it  can  easily  be  removed  by  little  balls  of 
absorbent  cotton  grasped  with  long,  delicate  mouse-tootlied  forceps,  the  teeth 
of  which  are  slightly  recurved.  The  facility  with  which  foreign  bodies  are 
removed  from  the  bladder  by  this  method  can  be  demonstrated  by  dropping 
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a pledget  of  cotton  into  the  bladder — it  can  be  seen  with  the  utmost  ease, 
picked  up,  and  removed  without  difficulty. 

‘ The  posterior  wall  of  the  air-distended  bladder  lies  2 to  5 centimeti.es 
distant  from  the  anterior  wall,  and  over  this  white  background,  which  first 
presents  itself  to  the  eye  of  the  observer,  is  visible  a beautiful  network  of 
branching  and  anastomosing  vessels.  The  veins  accompanying  the  arteries 
are  easily  distinguished  by  their  dark  colour.  The  larger  vessels  evidently 
come  to  the  surface  from  the  deeper  layers  of  the  bladder,  when  they  branch 
stellately,  divide,  and  anastomose. 

‘ To  introduce  the  speculum,  it  is  grasped  as  shown  in  Fig.  582,  and  the 
obturator  is  kept  from  slipping  back  into  the  cylinder  by  a decided  pressure 
with  the  thumb,  continued  until  the  end  has  entered  the  bladder.  The  urethra, 
wiped  clean  with  a boric-acid  solution, 
is  exposed  by  an  assistant  holding  the 
buttocks  and  the  labia  well  apart,  while 
the  point  of  the  speculum,  coated  with 
the  boro-glyceride  solution,  is  applied 
to  the  urethral  orifice,  and  pushed 
through  the  urethra  into  the  bladder 
with  a gentle  sweep  around  the  pubic 
arch.  The  handle  of  the  speculum  is 
now  firmly  grasped,  while  the  obturator 
is  withdrawn  with  a slight  rotary  mo- 
tion. If  the  internal  urethral  orifice 
is  drawn  well  into  the  pelvis  by  the 
posture,  the  urethra  is  so  much  curved 
that  there  is  danger  of  injuring  it  by 
pushing  the  speculum  hard  against  its 
posterior  wall ; this  must  be  avoided 
by  introducing  the  speculum  in  a de- 
cided curve.  The  moment  the  ob- 
turator is  taken  out  the  air  rushes  in 
and  the  bladder  is  dilated  and  ready 
for  the  inspection. 

‘ If  the  bladder  does  not  expand  in 
this  way  the  examiner  will  usually  find 
that  the  patient  has  assumed  a faulty  position,  and  as  soon  as  this  is  corrected 
the  expansion  occurs. 

‘ If  the  patient  is  in  the  knee-breast  position  the  examiner  sits  on  a stool 
with  his  eyes  a little  below  the  level  of  the  urethra,  grasping  the  handle  of 
the  speculum,  which  is  turned  upward,  and  he  should  wear  the  head  mirror 
over  the  same  eye  he  uses  at  the  microscope. 

‘ The  assistant  now  holds  the  electric  droplight  close  to  the  end  of  the 
sacrum,  which  is  protected  from  the  heat  by  one  or  two  towels,  and  the  lower 
margin  of  the  head  mirror  is  drawn  away  from  the  face  and  turned  until  the 
reflected  light  spot  falls  within  the  bladder.’ 

By  dropping  the  handle  of  the  speculum  decidedly,  its  inner  end  is  raised, 
and  the  vault  or  summit  of  the  bladder  is  brought  into  view,  and  every  part 


THETEKIZATION  IN  THE  DORSAL  PO- 
SITION. 

The  light  is  thrown  on  the  mirror  by 
an  electric  lamp  held  by  the  as- 
sistant. 
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of  the  organ  inspected  by  moving  the  end  from  side  to  side.  By  elevating  the 
handle  decidedly,  the  floor -of  the  bladder  is  examined  in  the  same  way,  and 
then  by  moving  it  to  the  right,  the  right  and  left  walls  come  into  view. 

Kelly  insists  on  the  extreme  care  with  which  catheterization 
must  be  carried  out,  ‘ in  its  aseptic  technique  equal  to  that  of  any 
surgical  procedure.’  This  refers  to  the  sterilization  of  the  instru- 
ments and  the  avoidance  of  contamination,  either  with  the  appliances 
or  the  hands  of  the  examiner  or  his  assistant.  * 

Malformations. 

Cases  have  been  recorded  of  the  congenital  defect  known  as  double 
bladder.  Cattier  in  the  seventeenth,  and  Gerard  Blasius  in  the 
eighteenth  century,  met  with  cases  of  this  anomalous  condition, 
but  these,  with  those  reported  by  Allan  Smith  of  Baltimore,  and 
Fiith  of  Metz,  in  1878  and  1894,  occurred  in  the  male  sex. 
Howard  Kelly  says  that  he  found  two  cases  of  loculate  bladder, 
that  is,  a bladder  with  diverticula  or  pockets,  mistaken  for 
supernumerary  bladders  by  earlier  observers. f 

Exstrophy  of  the  bladder  is  rarely  met  with  in  the  female  sex. 
In  this  condition  there  is  a defect  of  fusion  in  the  abdominal 
laminae,  and  in  consequence  there  is  an  opening  in  the  abdominal 
wall,  with  a fissure  in  the  anterior  wall  of  the  bladder,  or  a still 
larger  defect  in  it  which  is  sometimes  associated  with  a cleft  in,  or 
absence  of,  the  symphysis  pubis.  Such  exstrophy  has  as  its  conse- 
quence a protrusion  of  the  mucous  membrane,  which  has  more  or 
less  of  a fleshy  granulating  or  indurated  appearance.  It  may  be 
associated  with  other  congenital  defects  in  the  genital  organs. 

A transplantation  operation  is  here  indicated,  the  number,  size, 
and  shape  of  the  skin  flaps  depending  upon  the  size  and  character 
of  the  opening. 

A case  was  sent  me  by  the  late  Martin  Brown,  of  Exeter.  A young  woman, 
aged  21,  had  never  retained  her  urine.  The  urethra  (practically  the  neck  of 
the  bladder)  was  very  large,  admitting  the  forefinger,  and  was  about  one  inch 
in  length.  The  ureters  opened  immediately  into  it.  The  bladder  was  con- 
tracted to  the  size  of  a few  inches  in  either  diameter.  Its  mucous  coat  was 
quite  smooth.  The  large  urethral  orifice  was  placed  high  up  at  the  summit 
of  the  vulva,  which  was  abnormal  in  the  position  of  both  its  larger  and  smaller 
lips.  The  vaginal  canal  otherwise  was  normal.  The  girl  had  an  offer  of 
marriage.  An  endeavour  was  made  to  create  a urethral  orifice  by  transplant- 
ing the  labia  and  nymphue  towards  the  mesian  line,  and  thus  to  elongate  the 

* For  Catheterization  of  the  Ureters,  see  chapter  on  Ureters, 
f Howard  Kelly,  ‘ Operative  Gynaecology vol.  i.  p.  317. 
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urethral  canal.  There  was  a partial  success,  but  it  was  not  permanent, 
though  the  cosmetic  effect  was  all  that  could  be  desired.  The  urine  secreted 
from  the  kidney  immediately  crusted  on  the  self-retained  catheter,  and 
commonly  dried  in  powder  on  the  clothes.  Some  of  the  urine  was  analyzed. 
It  was  resolved  into  calcium  phosphate,  sodio-ammonium  phosphate,  and 
ammonio-magnesium  phosphate — practically,  earthy  and  alkaline  phosphates. 
It  was  surcharged  with  ammonium,  carbonate,  probably  produced  by  the 
decomposition  of  urea.  It  also  contained  an  amylotic  ferment  and  traces  of 
pepton,  phenol,  and  biliary  excreta.  A portion  of  an  elastic  catheter  mace- 
rated in  some  of  this  urine  for  three  days  was  bleached,  a white  deposit 
(phosphatic)  of  earthy  salts  being  deposited  upon  the  submerged  surfaces. 
At  the  same  time  a small  quantity  of  sulphur  was  set  free  from  the  catheter. 

Alterations  from  the  normal  position  of  the  bladder,  with 
encroachment  upon  its  walls,  and  consequent  distension,  or  its 
partial  displacement,  are  generally  due  to  effusions  into  the  pelvic 
cavity,  tumours  of  the  uterus,  or  prolapse  A 

Hypersemia  of  the  Trigone. — Irritation  of  the  neck  of  the  bladder, 
in  the  region  of  the  ureters,  is  a commonly  recognized  condition.  A 
scalding  sensation  in  passing  water,  frequency  in  micturition,  with 
pain,  are  the  prominent  symptoms. 

Irritation  caused  by  Carbolic  Acid. — In  the  case  of  a patient  on  whom  I 
once  operated  for  carcinoma  of  the  cervix,  I found  that  any  application  of 
carbolic  acid  in  the  weakest  solution  in  the  vagina,  or  even  an  examination 
with  carbolized  vaseline  on  the  finger,  immediately  produced  intense  vesical 
irritation.  This  was  accompanied  by  symptoms  of  vaginitis,  with  heat  and 
swelling  of  the  vulva. 

Excessive  acidity  of  the  urine,  errors  of  diet,  cold  contracted  from 
chill,  after  pelvic  operations,  especially  for  haemorrhoids,  the  passage 
of  the  catheter,  or  rudeness  in  coitus,  are  some  of  the  most  frequent 
sources  of  this  vesical  irritation. 

The  urethra  is  intensely  sensitive  to  the  catheter,  and  its  orifice 
is  sometimes  found  red  and  slightly  swollen.  Howard  Kelly  has 
examined  by  his  method  patients  suffering  from  this  condition,  and 
has  found  the  entire  bladder  sound  with  the  exception  of  the  trigone 
area. 

I had  a most  obstinate  case  in  which  an  enlarged  ovary  was  removed,  and 
the  uterus  was  ventro-suspended,  for  cystic  irritation  lasting  from  childhood. 
The  operation  did  little  good.  The  cystoscope  showed  enlarged  veins  in  the 
neighbourhood  of  the  trigone  and  some  hypersemia— nothing  else  could  be 
discovered.  In  this  case  the  patient  complained  of  acute  pain  in  the  neck 
of  the  bladder,  occurring  occasionally,  of  a neuralgic  nature.  Before  I saw 


* See  chapters  on  Pyo-salpinx  and  Prolapse  of  the  Uterus  and  Vagina. 
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her  she  had  had  nephrorrhaphy  performed  for  a large  and  loose  kidney,  which 
was  also  explored,  as  it  was  thought  that  this  might  explain  the  bladder 
affection.  She  is  now  comparatively  well,  suffering  little  inconvenience. 

The  hyperasmia  here  may  pass  on  into  ulceration  and  isolated 
ulcers,  giving  rise  to  haemorrhage.  Kelly  recommends  the  applica- 
tion directly  through  the  endoscope  of  a three-per-cent,  solution  of 
nitrate  of  silver  on  a piece  of  cotton.  Rest,  demulcent  drinks,  and 
the  internal  remedies  recommended  in  cystitis,  generally  afford  speedy 
relief. 

Gentle  washing  out  of  the  bladder  through  a soft  catheter,  with 
warm,  weak,  alkaline  solution,  is  most  soothing. 

Matthew  Mann,  of  Buffalo,  has  rightly  insisted  on  the  reflex  ovarian  pains, 
the  occunence  of  ureteritis  as  well  as  the  irritation  of  the  bladder,  that  may 
follow  upon  simple  acidity  and  condensation  of  the  urine.  At  the  same  time, 
it  is  right  to  observe  that  the  error  the  surgeon  is  most  likely  to  fall  into  is 
not  neglect  of  examination  of  the  urine  for  any  bladder  trouble,  but,  as 
has  been  alieady  pointed  out,  the  omission  of  seeking  for  an  explanation  in 
some  outside  source,  such  as  a uterine  displacement,  a tumour,  or  possibly 
haemorrhoids. 


Cystitis — Causation. — This  is  an  affection  which  the  gynaecologist 
has  constantly  to  deal  with,  whether  as  the  consequence  of  gonor- 
rhoea, exposure  to  cold,  pelvic  inflammatory  conditions,  or  following 
traumatic  causes,  either  operative  or  as  the  result  of  direct  violence. 

The  principal  causes  of  cystitis  are  : — 

Gonorrhoea. 

Calculus. 

Tumours. 

Unclean  catheters  or  bougies. 
Excessive  coitus. 

Parametritis. 

Operations. 

Injuries. 


Septic  organisms. 

Exposure  to  cold. 

Parturition. 

Habitual  neglect  of  the 
bladder. 

Uterine  displacements. 
Unhealthy  urine. 

Gout. 

Urethritis. 


Cystitis  has  been  divided  into  three  distinct  forms,  according  as 
the  entire  or  only  part  of  the  mucosa  is  attacked,  or  the  inflamma- 
tion is  scattered  in  patches — diffusa , circumscripta , dispersa. 

Septic  Organisms. — In  the  etiology  of  cystitis  the  part  played  by  organisms 
is  important,  some  special  bacteria  having  been  described  by  different 
authorities  as  present  in  a large  proportion  of  cases — Bacterie  septique  de  la 
vessie  (Clado),  bacterie  pyoyene  (Halle),  as  well  as  the  staphylococci,  the 
streptococcus,  and  diplococcus.  Melchoir  found  the  colon  bacillus  present  in 
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a large  number  of  cases,  regarding  these  as  morphologically  the  same  as  the 
organisms  found  by  Clado  and  Halle.  Kelly  gives  the  pathogenic  bactena 
which  have  been  most  commonly  isolated  in  inflammation  of  the  bladder  as 
follows : B.  coli  communis ; streptococcus  pyogenes ; staphylococcus  pyogenes 
albus,  citreus,  and  aureus ; bacillus  lactis  aerogenes ; liquifaciens ; the  gono- 
coccus; typhoid  bacillus;  tubercle  bacillus,  and  several  forms  of  pioteus. 

While  such  organisms  may  be  found  in  cystitis,  it  has  also  been  proved 
that  they  may  exist  in  the  bladder  without  causing  inflammation,  though 
some  of  them  are  necessary  attendants  upon  it,  requiring,  however,  some 
exciting  cause  to  start  the  inflammation.  From  this  we  can  readily  under- 
stand how  suppurative  conditions  of  the  pelvic  viscera,  discharges  from  the 
vulva,  suppurative  states  of  the  kidney,  and  direct  introduction  into  the 
bladder  by  instrumentation,  may  set  up  cystitis. 

In  all  cases  in  which  there  is  doubt  as  to  its  cause,  a careful  bacteriological 
examination  should  be  made,  especially  in  young  patients,  for  the  presence 
of  tubercle  bacilli. 


Pathogenic  Anaerobic  Organisms. 

Hartmann  and  Roger,*  in  noticing  the  prevalence  of  anaerobic 
bacteria  in  the  pathogenesis  of  cystitis,  describe  a special  organism 
which  is  invariably  present. 

‘ In  saccharated  agar,  at  the  end  of  twenty-four  hours,  numerous 
bubbles  of  gas  had  formed,  splitting  the  medium.  In  gelatine,  gas 
appeared  in  from  twenty -four  to  thirty-six  hours ; then  ascending 
to  the  surface.  The  medium  showed  softening  about  the  third  day, 
and  liquefied  in  a week.  When  this  latter  has  been  accomplished 
the  colonies  mount  to  the  surface  and  form  a white  crust.  In 
bouillon  the  changes  are  much  the  same,  except  that  the  colonies 
form  a precipitate.’ 

‘ Large  oval  bacilli,  attenuated  at  the  ends,  isolated  or  joined  into 
little  chains  of  from  two  to  five  individuals,  were  found  in  the 
anaerobic  cultures.  For  the  most  part,  they  are  but  slightly  stained, 
and  are  decolourized  by  Gram’s  method.  The  authors  have  called 
this  organism  “the  strepto-bacillus  fusiformis.”  Other  anaerobic 
bacteria  are  equally  pathogenic  to  this.’ 

Symptoms. — The  symptoms  are : increased  frequency  in  passing 
water,  irritability  at  the  neck  of  the  bladder,  with  pain  during,  and 
immediately  after,  the  act  of  micturition.  If  the  affection  be 
chronic,  in  addition  to  the  frequency  of  passing  urine  and  the  pain 
present  in  the  acute  affection,  the  patient’s  health  becomes  generally 
impaired,  and  there  is  pain  in  the  perineum  and  down  the  thighs 

* Presse  Mcdicale , Paris,  Nov.,  1902. 
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or  in  the  supra-pubic 


region. 


Pain  is  also  experienced  on  a vaginal 


examination  if  the  bladder  be  pressed  on  by  the  finger. 

The  Urine  is  generally  alkaline  and  phosphatic  ; it  contains  a 
quantity  of  mucus,  decomposes  rapidly,  and  has  a very  offensive 
odour.  Gradually  the  bladder  becomes  contracted,  and  a smaller 
quantity  is  retained.  Later  on,  when  the  ureters  and  kidney  are 
inflamed,  urasmic  symptoms  may  be  present,  and  pus  as  well  as 
mucus  is  detected  in  the  urine. 

Changes  in  the  Bladder. — If  the  affection  be  not  cured,  con- 
gestion and  epithelial  desquamation  are  followed  by  thickening 
and  rugosity  of  the  mucous  membrane,  with  general  thickening  of 
the  muscular  and  connective  tissue.  The  orifices  of  the  ureters  are 
encroached  on,  the  tubes  become  dilated  and  are  generally  thickened. 
The  disease  travels  slowly  but  surely  backwards  ; the  kidneys  finally 
yield  to  the  pressure  and  distension,  and  they  in  turn  become 

disorganized.  Ulceration  and  pus  accumulation  occur  both  in  the 
bladder  and  ureters. 

Course  and  Termination.— An  acute  attack  of  cystitis,  due  to  cold 
or  traumatic  cause,  if  properly  attended  to,  with  rest  and  suitable 
medication,  is  quickly  amenable  to  treatment.  Not  so  the  chronic 
form.  The  prognosis  is  unfavourable,  chronic  catarrhal  cystitis 
being  a most  intractable  affection,  pursuing  the  course  above  indi- 
cated with  all  the  attendant  symptoms. 

Treatment. — In  acute  cystitis  the  treatment  will  consist  of  : Rest 
in  bed,  and  warmth;  demulcent  drinks;  milk  diet;  linseed  tea, 
flavoured  with  clove.  Vittel,  Ems,  Contrexeville,  lithia,  potash  and 
other  alkaline  waters  may  be  taken  as  drinks. 

As  medicines,  the  decoction  of  pareira ; the  infusions  of  buchu, 
U’s  a ursi,  and  scoparium  can  be  given  in  one-ounce  doses,  in  combi- 
nation with  the  tinctures  of  hyoscyamus,  buchu,  or  uva  ursi.  Liquor 
potassie,  lithiated  hydrangea,  hamamelis,  bicarbonate  of  potash  are 
useful  additions.  Large  draughts  of  decoction  of  tricitum  repens 
are  sometimes  soothing. 

A warm  bath  will  occasionally  relieve  pain,  and  a cocaine  or 
morphia  suppository  can  be  placed  in  the  rectum. 

An  admirable  mixture  I find  is : — 


IV-  Liq.  potassse,  3iss. 


Tinct.  uvse  ursi, 
Tinct.  buchu, 


Tinct.  hyoscyami,  3ii. 
Liq.  hydrang.  lith.  £i. 
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Elixir  saccharin,  min.  xxx. 

Inf.  scoparii,!  > ~ Jjv_ 

Decoct,  pareirse, ) 

^i.  three  times  in  the  day.  M. 

Infusion  of  uva  ursi  or  buchu  may  he  substituted  for  the  broom.  The 
liquor  hydrangea  lithiatis  is  a very  effective  preparation  in  irritation  of  the 
bladder — combined  with  hamamelis. 

The  bowels  are  regulated  by  such  saline  aperient  waters  as 
iEsculap,  Apenta,  Rubinat,  or  Hunyadi  Janos,  and,  if  necessary, 
by  an  emollient  enema. 

The  oil  of  copaiba  or  cubebs  or  santal,  especially  in  cases  of  a 
specific  nature,  may  be  given  suspended  in  the  mistura  amygdalae 
comp,  or  the  palatinoids  of  the  oils  of  copaiba  or  santal.  In  the 
latter  stages  the  benzoate  of  ammonia  in  fifteen  to  thirty  grain 
doses  is  a useful  remedy.  Boric  acid  and  “ formolyptol  ’ can  be 
given  internally  if  the  urine  have  an  offensive  smell.  Matico  in 
infusion  and  tincture  I have  found  useful  combined  with  hama- 
melis. Contrexeville  is  the  water  which  will  most  frequently  give 
relief  in  vesical  irritation.  The  bladder  should  in  all  obstinate 
cases  be  washed  out  at  least  twice  daily  with  some  weak  antiseptic 
lotion,  such  as  boric  acid,  carbolic  acid,  salicylic  acid  (a  few  grains 
to  the  ounce),  corrosive  sublimate  (1  in  100,000  gradually  increasing 
to  1 in  10,000),  formalin  (1  in  5000),  to  any  of  which  a little 
hazeline  can  be  added.  This  may  be  done  with  a double  catheter  and 
syphon-tube.  Hsemorrlioidal  conditions  require  attention.  Uterine 
displacements  should  be  rectified. 

Emmet’s  Operation. — If  general  and  local  treatment  fail.  Emmet’s  operation 
of  cystotomy,  to  give  the  bladder  rest  through  the  creation  of  a vesico-vaginal 
fistula,  may  be  performed.  He  advocates  this  step  strongly,  going  so  far  as 
to  say  that  * our  means  for  curing  cystitis  are  limited  to  a single  procedure, 
that  of  vaginal  cystotomy,  and  all  other  means  yet  known  to  us  are  but 
adjuvants.1 

The  operation  consists  in  the  following  steps  : — 

1.  Placing  the  woman  in  the  posture  described  in  the  button-hole  operation 
on  the  urethra  (p.  892). 

2.  Introducing  a curved  sound  or  a fenestrated  staff  of  Harris  into  the 
bladder. 

3.  Seizing  the  projected  vaginal  tissue  with  a tenaculum  in  the  middle 
line,  which  is  then  divided  with  a pair  of  scissors  so  that  the  sound  may  be 
passed  into  the  vagina.  The  vesico-vaginal  septum  is  then  divided  in  the 
median  line. 

4.  Uniting  the  vaginal  and  vesical  edges  by  sutures,  as  before  described. 

Fallen  used  a Paquelin’s  cautery  to  open  the  bladder.  Emmet  disapproves 
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of  this  method,  inasmuch  as  there  is  risk  in  some  cases  of  injuring  the  bladder 
or  ureters.  Afterwards  the  bladder  is  freely  washed  out  through  the  opening 
with  warm  water.  In  due  time,  when  the  cure  is  complete,  the  fistula  is 
closed. 

Kelly’s  Treatment  of  Chronic  Cystitis. — Kelly  recommends,  as  the  most 
efficient  way  of  treating  chronic  cystitis,  placing  the  patient  in  the  same 
position  as  that  adopted  for  cystoscopy,  and  to  expose  the  affected  spots, 
which  are  then  carefully  touched  with  a solution  of  nitrate  of  silver  on  a 
cotton  pledget  of  from  3 to  5 per  cent. 

Treatment  by  Balloon.— Clark  uses  a vesical  balloon.  It  is  made  of  rubber, 
which  can  be  rolled  round  and  grasped  in  a urethral  forceps,  so  that  it  can 
be  carried  through  the  urethra  into  the  bladder.  The  parts  having  been 
thoroughly  disinfected,  the  bladder  is  emptied,  and  the  patient  placed  in  the 
knee-breast  position.  The  urethra  is  thoroughly  cocainized,  and  a vesical 
speculum  is  next  introduced.  The  balloon  is  now  taken,  with  sterilized  hands, 
from  the  boric  acid  solution  in  which  it  has  been  placed  after  boiling. 
Sterilized  gelatine,  of  the  consistence  of  cold  olive  oil,  is  poured  on  the 
balloon  as  it  is  rolled  round  with  the  finger  and  thumb,  so  as  to  shape  it  into 
the  form  of  a suppository.  In  this  shape  it  is  introduced  into  the  bladder  by 
the  forceps,  and  is  gradually  distended  by  means  of  a syringe  pump.  There 
is  generally  pain  of  a more  or  less  severe  character  both  during  and  for  some 
time  after  the  application,  which  may  be  alleviated  by  a rectal  suppository  of 
opium.  The  air  is  prevented  from  escaping  from  the  balloon  by  a clip  which 
is  placed  on  its  rubber  tube.  It  is  left  in  position  for  from  15  to  20  minutes. 
The  clip  is  then  removed,  the  balloon  aspirated  completely,  and  withdrawn 
from  the  bladder.  The  gelatine  may  contain  10  per  cent,  of  ichthyol.  The 
treatment  is  continued,  at  first  every  day,  and  afterwards  every  second  or 
third  day. 

Kelly’s  Method  of  Opening  and  Draining  the  Bladder. 

Kelly,  under  the  head  of  a new  and  better  method  of  opening 
and  draining  the  bladder  in  women, * suggests,  in  old  cases  where 
there  are  areas  of  ulceration,  draining  the  bladder  for  some  weeks 
previously  to  operation,  and  keeping  the  patient  for  several  hours 
daily  in  a tub  of  warm  water  at  a temperature  of  100  to  102° 
Fahr.  The  steps  of  the  operation  are : The  bladder  having  been 
emptied,  the  patient  is  put  in  the  knee-breast  position,  and  a 
catheter  is  introduced  in  order  that  air  may  enter  the  bladder  and 
stretch  it.  The  posterior  vaginal  wall  is  now  lifted  by  an  assistant, 
so  as  to  stretch  the  anterior,  and  expose  it  with  the  portio  vagi- 
nalis. With  a fistula-shaped  angular  knife  attached  to  a handle 
with  a double  bend,  the  vesico-vaginal  septum  is  pierced  at  a 
point  1 \ cms.  in  front  of  the  cervix,  and  the  bladder  is  opened  by 

* Amer.  Jour.  Obstet .,  and  Diseases  of  Women  and  Children , vol.  xliv.,  No.  1, 
1901. 
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carrying  the  knife  downwards  the  desired  length.  The  finger  is 
inserted  into  the  bladder,  and  the  internal  orifice  of  the  urethra 


Fig.  580. — Method  of  Opening  the  Bladder.  (Howard  Kellv.) 


having  been  located,  the  incision  is  carried  as  far  forwards  as 
desirable.  The  vesical  mucosa  is  now  drawn  through  the  incision, 
and  stitched  in  the  vaginal  mucosa  at  either  side. 

Gonorrhoeal  Cystitis. — The  management  of  a case  of  gonorrhoeal 
cystitis  must  be  conducted  on  the  same  lines  as  those  laid  down 
when  dealing  with  gonorrhoeal  vaginitis.  While  treating  the  in- 
flammation on  general  principles,  and  in  the  manner  just  described, 
the  bladder  should  be  gently  irrigated  with  1 in  10,000  of  perch- 
loride  of  mercury,  alternated  with  weak  formalin,  boric  acid,  quinine, 
and  alkaline  solutions.  The  oils  of  santal,  cubebs,  and  copaiba,  are 
all  here  specially  indicated. 

Post-operative  and  Puerperal  Cystitis. — Neglect  in  proper  steri- 
lization, and  the  rough  use  of  catheters,  are  the  most  frequent 
sources  of  cystitis.  Post-operative  and  puerperal  cystitis  are  more 
often  due  to  this  than  any  other  cause.  After  the  operation  of 
curettage  a mild  attack  of  cystitis  sometimes  occurs.  Women  are 
particularly  liable  to  irritation,  congestion,  and  inflammation  of  the 
bladder  after  the  operation  for  haemorrhoids,  therefore  particular 
attention  has  to  be  paid  to  the  bladder,  and  great  gentleness  used 
in  relieving  it  should  this  be  necessary  for  any  time  subsequent  to 
the  removal  of  the  piles.  Tn  many  cases  there  is  first  an  attack  of 
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urethritis,  and  the  trouble  lasts  for  some  days,  and  is  limited  to  the 
met  hi  a,  before  it  extends  to  the  bladder.  The  early  adoption  of 
soothing  treatment,  with  the  careful  withdrawal  of  the  urine,  will 
prevent  the  onset  of  the  graver  mischief. 

Cystitis  due  to  Uterine  Causes. — While  displacements,  tumours, 
and  peri-uterine  effusions  are  the  most  frequent  sources  of  vesical 
irritation  in  women,  they  do  not  often  cause  actual  inflammation 
unless  there  be  some  uterine  source  of  infection  in  the  shape  of 
discharge,  or  a communication  of  a fistulous  nature  between  the 
bladder  and  the  uterus,  or  the  adnexa. 

Bladder  Changes  in  Carcinoma  of  the  Uterus.'”* — Cystoscopic 
examination  of  a number  of  patients  by  Hirt  and  Sticher  showed 
that  in  carcinoma  of  the  cervix  and  portio  there  were  character- 
istic changes  in  the  trigone,  in  the  base  of  the  bladder  and  the 
internal  sphincter.  The  trigone  was  bulged  forward,  there  were 
irregularities  in  the  internal  sphincter,  with  vascular  changes  and 
abnormalities  in  the  openings  of  the  ureters,  and  papillary  and 
other  projections  in  the  mucous  membrane.  Folding  of  the  trigone, 
seen  when  the  bladder  is  distended,  shows  extension  of  the  malignant 
growth. 

Tubercular  Cystitis. f— The  bladder  may  be  infected  by  tubercle, 
either  from  the  kidney  above  or  the  urethra  below.  Of  great 
importance  to  the  gynaecologist  is  the  knowledge  of  the  fact  that 
tuberculous  disease  may  find  its  way  through  the  involvement  of 
ureter  or  bladder  from  a suppurating  pelvic  abscess,  or  pyo-salpinx. 
Some  of  these  cases  are  difficult  to  diagnose,  and  demand  careful 
examination  of  the  kidney,  ureter,  and  bladder,  as  well  as  the 
pelvic  cavity  and  the  lungs.  The  difficulty  of  diagnosis  is  in  the 
earlier  stages  of  the  disease,  before  ulceration  has  occurred,  and 
the  urine  becomes  purulent.  There  may  be  a tuberculous  family 
history.  Diagnosis  is  completed  by  the  discovery  of  the  character- 
istic organism,  which  may  be  found  either  in  the  urine,  or  by 
removal  through  the  cystoscope  of  a small  portion  of  the  affected 
mucous  membrane,  by  the  curette,  or  lever  forceps. 

The  treatment  of  tubercular  cystitis,  and  tuberculous  ulcer  of  the 
bladder,  must  be  conducted  on  the  same  lines  on  which  we  proceed 
to  treat  the  disease  when  occurring  elsewhere.  Apart  from  the 
general  treatment  of  the  case,  hygienic  and  therapeutic,  local 

* Deutsch.  Med.  Woch .,  Oct.  29,  1903. 

f For  the  relation  of  tubercular  affections  of  the  kidney  and  ureter  to  the 
bladder,  see  the  chapters  dealing  with  these  organs. 
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remedies  have  to  be  applied.  Once  the  local  condition  has  been 
determined,  the  cystoscope  will  have  to  be  employed  for  the  purpose 
of  topical  application.  By  means  of  it  an  ulcer  can  be  curetted,  or 
an  application  of  nitrate  of  silver  made.  The  operation  of  curettage 
of  the  bladder  may  be  performed  for  obstinate,  chronic,  or  tuber- 
cular cystitis.  The  bladder  having  been  rendered  as  aseptic  as 
possible  by  repeated  antiseptic  washings,  the  finger  is  introduced 
into  the  vagina  and  the  curette  into  the  bladder.  The  finger  thus 
acts  as  a point  of  counter-pressure,  regulating  the  force  with  which 
the  curette  is  used.  Successively  various  portions  of  the  bladder  are 
carefully  gone  over  with  the  curette,  or,  if  the  disease  be  circum- 
scribed, this  area  alone  is  dealt  with. 

Supra-pubic  Cystotomy. — The  operation  of  cystotomy  as  a dernier 
ressort  consists  in  the  supra-pubic  incision  of  the  bladder,  the  suturing 
of  the  edges  of  the  bladder  wall  temporarily  to  the  skin,  the  exposure 
of  the  diseased  surface,  and  the  excision  of  the  affected  mucosa.  The 
closure  of  the  bladder  wound  is  effected  by  catgut  sutures,  and  is 
followed  by  that  of  the  abdominal  incision  in  the  usuul  manner.  No 
drainage-tube  is  used. 

Tuberculosis  of  the  Urinary  Organs. — Guy  Hunner,  writing  in 
the  Johns  Hopkins  Bulletin  (Jan.,  1904),  from  the  records  of  twenty- 
eight  cases  arrives  at  these  conclusions  : Urinary  tuberculosis  in 
women  is  a disease  of  young  adults,  generally  occurring  in  the  kidney 
primarily,  and  confined  to  one  side.  Bladder  symptoms  are  those 
usually  first  complained  of.  Appendicitis  and  colic  from  gall  stones 
may  be  mistaken  for  the  renal  disease,  and  must  be  differentiated. 
It  is  not  incompatible  with  a long  life,  and  in  some  cases  spontaneous 
healing  may  take  place.  In  nearly  50  per  cent,  of  the  cases  heredity 
appeared  to  play  a part  in  the  causation. 

Stone  in  the  Bladder.— The  symptoms  of  the  presence  of  stone 
are — 

Frequency  in  passing  water. 

Pain,  principally  felt  after  passing  water. 

Presence  of  blood  in  the  urine. 

Presence  of  phosphates  and  mucus. 

The  stone  is  felt  by  the  sound  or  finger,  and  is  seen  by  the 
cystoscope. 

Foreign,  bodies  often  form  the  nuclei  of  calculi.  Howard  Kelly 
records  this  interesting  case  : 

A hairpin  was  introduced  by  the  patient,  a young  unmarried  woman 
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who  married  a short  time  afterward.  She  passed  through  a confinement 
without  any  injury  to  the  bladder,  although  the  calculus  had  already  formed 
about  the  pin,  and  was  felt  by  the  doctor  in  attendance,  who  pushed  it  up 
into  the  abdomen  while  the  head  was  descending  through  the  pelvis.  No 
explanation  could  be  obtained  from  the  patient  as  to  how  the  hairpin  got  into 
the  bladder,  but  the  mother,  who  saw  it  after  removal,  declared  that  she  must 
have  swallowed  it. 

Tenison  Collins  removed  a penholder,  having  accidentally  discovered  it  in 
the  bladder  when  operating  for  stenosis  of  the  uterine  canal  for  dysmenorrhcea. 
The  patient  had  introduced  it  two  and  a half  years  previously. 


Fig.  584.— Hairpin  Calculus.  Fig.  585.— Metal  Penholder  (three 

(Howard  Kelly.)  inches  long.  (Tenison  Collins.) 

Removed  from  the  bladder  of  a patient, 
aged  25,  by  vaginal  cystotomy. 

Lithotrity.— To  Otis,  of  New  York,  we  owe  the  teaching  which 
has  established  the  possibility  of  introducing  large  instruments  into 
the  bladder.  To  Bigelow  we  are  indebted  for  the  modern  operation 
of  crushing  stone  in  the  bladder,  and  removing  the  fragments  at  one 
sitting  by  aspiration  (litholapaxy).  The  operation  is  performed 
thus  : The  presence  and  size  of  the  stone  having  been  determined, 


AFFECTIONS  OF  THE  FEMALE  BLANDER. 


913 


the  patient  is  placed  under  ether  in  the  lithotomy  position.  If  no 
urine  be  in  the  bladder,  a few  ounces  of  warm  sterilized  water  are 
injected.  The  lithotrite  is  introduced,  and  the  stone  is  crushed. 
(The  student  is  familiar  with  the  more  minute  description  of  this 
step,  and  the  details  of  the  operation  of  lithotrity  in  the  case  of  stone 
in  the  male  bladder).  The  large  evacuating  catheter  is  now  intro- 
duced, and  the  bladder  is  emptied.  The  modern  improved  aspirator 
is  then  attached  to  the  catheter,  and  about  three  ounces  of  warm 
water  is  injected  into  the  bladder.  With  the  outflow  the  fragments 
are  received  into  the  glass  bulb  attached  to  the  aspirating  bag. 
Larger  fragments  which  remain  are  crushed  and  removed  in  the 
same  manner.  Other  details  of  the  operation,  as,  for  instance,  the 
method  of  seizing  and  crushing  the  stone,  the  removal  of  all  the 
debris,  and  the  freeing  of  large  particles,  are  the  same  as  in  lithotrity 
on  the  male.  The  woman  may  be  given  a warm  hip-bath  and  an 
opiate  some  hours  after  the  operation,  if  there  be  pain.  Alkaline 
drinks  are  indicated,  and  any  symptoms  of  cystitis  attended  to. 

P.  J.  Freyer,  one  of  the  most  expert  of  litliotritists,  remarks  that  in  a series 
of  litholapaxy  operations,  all  turning  out  successful,  there  were  thirteen  cases 
of  stone  in  females.  One  woman,  from  whom  he  removed  a stone  over  an 
ounce  in  weight,  was  seven  months  pregnant,  and  made  an  excellent  recovery. 
The  only  special  difficulty  met  with  in  this  operation  in  the  female  is  in 
retaining  water  in  the  bladder  during  its  performance.  Owing  to  the  short- 
ness and  width  of  the  urethra,  the  water  rushes  out  beside  the  instruments. 
This  may  be  obviated  by  an  assistant  placing  the  fore  and  middle  fingers  of 
one  hand  in  the  vagina  and  pressing  the  posterior  lip  of  the  urethra  against 
the  lithotrite  or  cannula. 


Vaginal  Cystotomy. 

If  either  from  the  size  of  the  stone,  the  state  of  the  bladder,  or  the 
condition  of  the  health  of  the  woman,  the  operator  should  wish  to 
perform  lithotomy,  an  opening  is  made  of  sufficient  size  in  the  vaginal 
septum,  and  the  stone  is  extracted.  The  bladder  is  subsequently 
washed  out  by  the  urethra,  and  the  vaginal  wound  treated  as  a 
vesico-vaginal  fistula. 

Removal  of  Small  Calculi  by  the  Fingers. — Halliday  Croom  recommends 
that  the  fingeis  be  used  (lig.  58G)  for  pushing  small  calculi  from  the  bladder 
into  the  urethra,  and  through  it  from  the  meatus.  If  the  urethra  be  dilated, 
this  proceeding  is  facilitated.  This  plan  is  limited  to  stones  no  larger  than 
the  finger-tip. 

Treatment  of  Incontinence  by  Forcible  Dilatation  of  the  Bladder  (H.  Marion 
Sims).  II.  Marion  Sims,  for  incontinence  of  urine  in  young  girls,  practises 
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forcible  dilatation  of  the  bladder.  In  all  the  patients  he  has  found  the  bladder 
so  contracted  that  it  held  but  a few  ounces,  or  less ; in  one  case,  that  of  a girl 

of  thirteen  years  of  age,  it  only  held 
three-quarters  of  an  ounce.  The 
plan  adopted  is  the  daily  injection 
of  comfortably  warm  water  into  the 
bladder  to  the  point  of  distension, 
increasing  the  quantity  by  half  an 
ounce  to  an  ounce  each  day  until 
the  retaining  power  of  the  bladder 
is  improved ; then  it  is  practised 
every  second,  day,  and,  finally,  once 
in  the  week.  He  has  succeeded  in 
getting  these  patients  to  retain 
twelve  and  eighteen  ounces  com- 
fortably. In  some  cases  he  com- 
bined the  use  of  a mild  Faradic 
current  applied  to  the  neck  of  the 
bladder  with  the  dilatation. 

Alexander’s  Recto-Vesical  Opera- 
tion for  Incontinence  from  Fistula. — 
William  Alexander  * practises  1 a 
method  of  treating  incontinence  of 
urine  in  the  female  in  cases  hitherto 
considered  to  be  beyond  the  resources  of  surgery.’  The  principle  of  this 
method  consists  in  conveying  the  urine  into  the  rectum,  and  converting  the 
anus  into  the  permanent  channel  for  its  escape.  The  anal  sphincters  are 
thoroughly  dilated ; the  base  of  the  bladder  is  pushed  into  the  rectum  with 
the  finger,  on  which  the  rectal  wall  is  divided,  so  as  to  form  a communication 
between  the  bladder  and  rectum;  into  this  one  end  of  a vulcanite  stud  is 
inserted,  so  that  the  fiat  head  of  the  stud  is  in  the  bladder  and  the  screw- 
end  protrudes  into  the  rectum ; on  this  the  other  end  of  the  stud  is  screwed, 
and  a permanent  opening  is  thus  secured  between  the  bladder  and  rectum. 
The  next  step  in  the  operation  consists  of  complete  closure  of  the  vulvar 
orifice  by  separating  the  labia  minora  from  the  labia  majora  all  round,  and 
turning  the  epithelial  surface  of  the  former  towards  the  bladder,  suturing 
the  two,  and  finally,  completely  closing  the  latter.  This  operation  has  given 
rise  to  a good  deal  of  criticism  ; but  it  must  be  remembered  that  the  con- 
dition for  which  it  was  proposed  is  a desperate  one.  In  otherwise  inoperable 
cases,  and  if  by  it  we  can  better  succeed  in  closing  completely  the  vulvar 
orifice,  and  the  diversion  of  the  urinary  stream  does  not  make  the  woman’s 
condition  worse  through  rectal  irritation,  this  ingenious  device  of  Alexander’s 
is  worth  a trial. 

Tumours  and  Growths. — Carcinoma,  papilloma,  sarcoma,  and 
fibroma  are  found  in  the  bladder.  Polypi  occur  rarely,  save  in  the 
case  of  children. 

* Brit.  Gyn.  Jour.,  Aug.,  1898. 


Fig.  580. — Croom’s  Procedure. 
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Benign  and  Malignant  Tumours. — The  tumours  found  in  the 
bladder  have  been  already  enumerated.  Probably  villous  growths 
are  those  which  we  most  frequently  meet  with,  but  there  is  a 
special  difficulty  in  the  differentiation  between  benign  and  malignant 
tumours  of  the  bladder,  both  pathologically  and  clinically.  Also, 
the  early  diagnosis  of  tumour  of  the  bladder  is  a matter,  in  many 
cases,  of  extreme  difficulty,  inasmuch  as  the  earlier  symptom  of 
frequency  of  micturition,  or  difficulty  in  passing  the  urine,  amount- 
ing to  retention  and  pain,  is  present  in  ordinary  cystitis. 

K iister  classifies  * tumours  of  the  bladder  according  as  they  arise 
from  the  connective , the  muscular , or  the  glandular,  tissues.  As 
regards  the  situation  in  which  neoplasms  are  more  frequently 
found,  the  neighbourhood  of  the  base  of  the  bladder  is  most  often 
their  seat.  Tumours,  again,  are  pediculated , and  these  are  either 
single  or  multiple.  Pediculated  tumours  are  of  the  myxomatous 
type,  are  generally  found  near  the  neck  of  the  bladder,  and  occur 
during  early  life. 

Diagnosis. — When  the  presence  of  a tumour  of  the  bladder  is 
suspected,  the  first  step  to  take  is  to  have  an  exhaustive  chemical 
and  microscopical  examination  made  of  the  urine.  Any  shreds  of 
tissue  which  pass  are  submitted  to  the  microscope.  Bi-manual 
palpation  of  the  bladder  through  the  vagina  is  made,  and  the 
size,  direction,  and  relations  of  the  growth  are  determined.  Such 
steps,  however,  are  only  preliminary  to  cystoscopy,  carried  out  in 
one  of  the  ways  that  has  been  described. 

Symptomatology.— The  symptoms  of  tumour  of  the  bladder  are 
often  obscure.  The  most  characteristic  symptom  of  malignant 
disease  is  haemorrhage.  Haematuria  may  not,  however,  occur  for  a 
considerable  time  after  the  earlier  symptoms  of  frequency  in  passing 
water,  and  slight  supra-pubic  pain,  have  been  complained  of.  The 
hccmonnage  often  is  periodical.  An  interval  of  time  elapses,  and 
then  the  bleeding  continues  for  a short  time  and  again  ceases.  In 
other  instances  it  is  persistent  and  alarming.  In  any  case  of  hema- 
turia, the  first  point  to  decide  is  the  source  of  the  blood,  and  next, 
having  localized  this  in  the  bladder,  to  determine  by  cystoscopy  if 

the  cause  be  a tumour,  and,  if  so,  the  size,  and  if  possible  the  nature, 
of  the  growth. 

It  is  impossible  to  over-estimate  the  importance  of  hasmaturia  as 
a diagnostic  sign,  and  as  an  indication  for  examination,  not  of  the 
bladder  only,  but  also  of  the  ureters  and  kidneys.  This  necessitates 

* Volm.,  Sammlung  Klin.  Vort. 
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vaginal,  as  well  as  vesical  and  rectal,  exploration,  with  careful 
palpation  of  the  kidneys.  To  show  the  importance  of  this  step,  I 
may  cite  the  following  case  : — • 

Mixed  Cell  Sarcoma  of  the  Bladder. — The  patient  had  suffered  for  a con- 
siderable time  from  symptoms  of  cystitis,  and  for  the  last  three  months  from 
severe  hsematuria.  She  had  been  treated  on  the  Continent  for  cystitis. 
After  her  return  home,  the  growth  was  first  discovered  per  vaginam.  It  was 
located  in  the  immediate  neighbourhood  of  the  neck  of  the  bladder,  and 
occupied  the  base  and  posterior  wall  of  the  viscus.  Particles  brought  away 
after  exploring  and  washing  out  the  bladder  did  not,  on  microscopical  ex- 
amination, throw  light  on  the  exact  nature  of  the  growth.  It  was  determined 


Fig.  587. — Mixed  Cell  Sarcoma  of  the  Bladder. 
(Author — Section  by  Targett.) 


to  dilate  the  urethra  and  remove  it.  This  was  done  satisfactorily,  and  no 
bleeding  occurred  subsequent  to  the  operation.  Unfortunately,  septic 
symptoms  set  in,  followed  by  suppression  of  urine,  death  occurring  on  the 
sixth  day  after  operation. 

< This  tumour  may  fairly  be  described  as  a mixed-cell  sarcoma,  the  round 
and  oval  shapes  predominating,  and  the  short  spindles  being  in  less  abun- 
dance. It  is  very  vascular,  and  the  vessels  are  mostly  of  the  thin-walled 
type  characteristic  of  sarcomata.  The  surface  of  the  tumour  is  covered 
with  granular  matter,  due  to  ulceration  and  sloughing  of  the  sarcomatous 
tissue.  In  consequence,  there  are  evidences  of  diffused  inflammation  in 
the  growth  immediately  subjacent  to  the  necrotic  layer,  and  these  inflam- 
matory changes  complicate  the  structure  of  the  tumour  throughout  the 
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microscopic  section.  Several  giant-cells  are  to  be  seen  in  every  section,  but 
they  are  not  numerous  enough  to  call  the  growth  “ myeloid.”  Such  giant- 
cells  are  not  uncommon  in  rapidly  growing  sarcomata.  To  the  naked  eye 
the  specimen  had  a nodular  or  bossy  outline,  but  did  not  appear  to  be 
covered  with  mucous  membrane,  as  is  usual  when  sarcomata  bulge  into  the 
cavity  of  the  bladder.’  * (Fig.  587.) 

Dermoid  of  the  Bladder. 

Bogareski  f has  published  the  case  of  a woman  of  33  who  had  been  treated 
for  catarrh  of  the  bladder  for  several  years.  A diagnosis  of  calculus  was 
made,  and  the  urethra  was  dilated.  A pyriform  tumour  with  a thin  pedicle 
was  removed  by  the  ecraseur ; it  was  covered  with  skin  and  contained  hair, 
bone,  and  teeth. 

Also,  Muench  % has  collected  the  particulars  of  twenty-four  cases  in  which 
the  bladder  has  been  encroached  on  and  perforated  by  dermoid  cyst ; he 
himself  recording  a case  in  which  this  occurred  from  a dermoid  of  the  ovary. 

Supra-pubic  Cystotomy. 

In  supra-pubic  cystotomy  the  bladder  is  reached  by  a clean 
incision  in  the  usual  manner.  All  bleeding  is  arrested,  the  pre- 
vesical fat  is  carefully  divided,  and  the  peritoneum  is  pushed 
upwards  with  the  finger.  The  bladder  is  then  transfixed  trans- 
versely with  a hook,  and  is  next  opened  in  the  median  line,  the 
incision  being  carried  downwards  towards  the  symphysis. 

The  margins  of  the  vesical  wound  are  now  caught  at  either  side 
with  catch  forceps,  and  held  apart.  Should  there  be  difficulty  in 
retaining  the  edges  of  the  bladder,  and  preventing  it  from  descend- 
ing out  of  reach,  a few  sutures  may  temporarily  be  passed  through 
it  so  as  to  fix  it  to  the  abdominal  wall.  The  tumour  is  now  exposed, 
and  removed  by  dissection,  ecraseur,  or  curette  forceps.  In  some 
cases  portions  of  the  bladder  are  resected  with  the  growth,  and 
after  extirpation  the  wound  is  closed  by  catgut  sutures,  and  the 
bladder  is  constantly  drained.  Should  the  ureter  be  cut  or  wounded 
in  extirpation,  a transplantation  operation  has  to  be  performed. 
The  closure  of  the  bladder  mucosa,  or  its  entire  wall,  demands 
considerable  care  and  nicety.  The  abdominal  wall  is  closed  in  the 
usual  manner. 

In  these  operations  an  electric  photophore  or  forehead  mirror  is 
most  useful,  but  this  may  be  dispensed  with  if  the  electric  lamp, 
with  reflector,  be  availed  of. 

* Brit.  Gyn.  Jour.,  Feb.,  1897.  f Pract.  Vratch , 1902,  No.  5. 
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Colpo-cystotomy. 

In  cases  where  we  are  in  doubt  of  the  feasibility  of  removal  by 
the  urethra,  or  when  we  may  have  to  resect  a portion  of  the  bladder 
wall  with  the  tumour,  colpo-cystotomy  is  to  be  preferred.  The 
growth  is  exposed  through  the  vaginal  incision,  the  edges  of  which 
are  held  apart,  and  the  tumour  extirpated.  Kelly  recommends 
transfixion  of  the  latter  at  some  distance  from  the  field  of  operation, 
so  as  to  hold  it  in  jdace  during  the  operation,  thus  avoiding  the  risk 
of  haemorrhage  and  delay  from  the  open  wound  pulling  back  into 
the  bladder. 


Pediculated  Papilloma. 

In  a case  of  pediculated  papilloma  of  the  bladder,  Kelly  let  air 
into  the  latter,  the  patient  being  in  the  knee-face  position,  and 
then  incised  through  the  septum,  drawing  its  edges  and  those  of 
the  bladder  wall  into  the  vagina.  Through  the  opening  the 


Figs.  988,  589.— Thompson’s  Forceps  for  Removal  of  the  Tumours  from 

the  Bladder. 


pedicle  was  ligated,  and  the  tumour  removed.  The  vaginal  wound 
was  closed  with  silver  wire  down  to  the  bladder  mucosa,  and  a 
small  catheter  was  left  for  drainage.  The  wound  closed  sponta- 
neously. Subsequently  the  pedicle  ligature  was  removed  through 
the  urethra]  speculum. 
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Treatment. — The  only  treatment  for  vesical  tumours  is  operation. 
In  old  age,  Kelly  says,  and  in  childhood  under  five  years,  the  growth 
is  almost  certainly  malignant  and  inoperable.  The  routes  by 
means  of  which  a tumour  may  be  removed  are  by  the  urethra  or 
vagina,  and  supra-pubically.  Cystectomy  was  first  successfully 
carried  out  by  Pawlik  * (Lapthorn  Smith).  As  in  the  case  just 
quoted,  if  it  be  feasible  the  urethra  may  be  selected  as  the  most 
favourable  route  for  extirpation.  After  full  dilatation  of  the 
urethra,  the  growth  may  be  removed  by  the  galvano-cautery  snare, 
or  knife.  This  applies  more  particularly  to  pediculated  tumours,  or 
polypi. 

Thompson’s  bladder  forceps  (Figs.  588,  589,)  with  fenestrated 
blades,  or  the  curved  one  with  serrated  edges,  may  be  used  in 
some  cases  to  remove  the  growth  piecemeal. 

* Central,  fur  Gyn.  Beitrage , 1890,  p.  118. 
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In  the  chapters  dealing  with  the  anatomical  facts  bearing  upon 
gynaecological  practice,  the  surgical  anatomy  of  the  ureters  has  been 
discussed,  as  also  the  best  method  of  examining  them,  both  by  in- 
spection and  palpation.  I here  describe  fully  the  methods  of  cathe- 
terization of  the  tubes  as  first  practised  by  Howard  Kelly,  also  the 
direct  method  by  the  electric  cystoscope  of  Nitze. 

The  affections  of  the  ureters  that  the  gynaecologist  has  to  deal 
with  are  — 


Double  ureter. 

Ectopic  ureteral  orifice. 
Ureteritis. 
Hydro-ureteritis. 
Pyo-ureteritis. 


Calculus. 
Stricture. 
Fistula. 
Prolapse. 
W ounds. 


Ectopic  Ureteral  Orifice. 

The  Condition  of  Double  Ureter  does  not,  save  in  wounds  of  the 
ureter,  affect  the  surgeon.  The  second,  through  the  constant 
dribbling  of  urine  from  the  vagina  or  some  portion  of  the  urethra, 
must  attract  attention,  though  the  difficulty  of  rectifying  the  defect 
is  great. 

The  first  point  to  decide  is  whether  the  discharge  of  urine  is  from 
an  abnormal  ureteral  orifice,  or  from  some  vaginal  or  urethral 
fistula. 

This,  independent  of  the  history  of  the  case,  may  be  determined 
by  careful  searching  of  the  distended  vagina,  mopping  the  vaginal 
wall  carefully  with  absorbent  cotton-wool,  so  as  to  detect  any 
small  orifice ; by  injecting  the  bladder  with  a coloured  solution, 
either  of  aniline  or  sterilized  milk,  and  noticing  that  this  does  not 
affect  the  urine  as  it  escapes.* 

* See  pp.  924,  925,  930,  931,  for  Kelly’s  method  of  Catheterization  and 
Exploration  of  the  Ureters,  also  the  appliances  required. 
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Fig.  590.— Diagnosis  of  Split  and  Double  Ureter. 


Differentiation  of  an  Ectopic  Ureteral  Orifice.— Kelly  proposes  to  solve  the 
questions  (1)  whether  the  opening  is  ureteral,  and  with  which  kidney  it  is 


connected;  (2)  whether  it  is  a 
single  or  double  ureter,  and,  if  the 
latter,  if  there  be  a normal  open- 
ing into  the  bladder ; (3)  if  a 
double  yireter,  if  it  be  so  as  far  as 
the  kidney,  or  if  there  he  a fusion 
at  some  point  above  the  bladder  ; 
and  lastly,  if  the  ureter  be  double, 
do  the  tubes  open  into  separate 
pelves  in  the  kidney,  or  into  one 
pelvis  common  to  both.  If  a long 
renal  bougie  can  be  passed  up 
the  ureter  for  30  centimetres,  it 
may  be  palpated  through  the 
vagina  and  rectum,  thus  deter- 
mining the  site  of  the  abnormal 

o 

ureter. 

By  direct  inspection  of  the 
bladder  the  ureteral  orifices  may 
be  seen  in  normal  position,  and 
if  they  be  so  placed  at  both  sides 
it  demonstrates  the  fact  that  the 
abnormal  ureteral  orifice  is  the 
result  of  either  a double  or  split 
ureter.  The  mode  of  diagnosis 


Fig.  591. — Kidney  with  Double  Pelvis 
and  Double  Ureters.  (H.  Kelly.) 

1,  Purulent  collection ; 2,  calculus  in  upper 
pelvis;  3,  lower  pelvis;  4,  marks  limit 
of  skiograph ; 5,  junction  of  ureter. 

may  be  readily  understood  by 

drawing  a rough  diagram  of  a kidney  with  a double  ureter,  one  entering  the 
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Diagnosis. — The  diagnosis  of  ureteritis  by  digital  examination  is 
by  no  means  easy,  and  we  are  indebted  to  Howard  Kelly  for  more 
explicit  instructions  for  examination  of  the  ureter.  The  bladder 
and  rectum  having  been  emptied,  the  finger  palpates  the  antero- 
lateral wall  of  the  vagina,  and  if  the  ureter  be  enlarged  or  dis- 
tended and  inflamed,  the  sensitive  tube,  cord-like  in  the  case  of 
simple  ureteritis,  is  found  extending  from  the  vaginal  vault  to 
beneath  the  base  of  the  broad  ligament,  and  is  doubtless  often 
mistaken  for  an  inflamed  and  sensitive,  or  enlarged  ovary  in  this 
position.  Again,  by  laterally  seeking  for  the  sciatic  notch  through 
the  rectum,  it  may  be  found  in  proximity  to  the  internal  iliac  artery. 
Only  in  rare  cases,  when  the  abdominal  wall  is  very  thin  and 
relaxed,  is  it  possible  to  feel  the  thickened  ureter  by  abdominal 
palpation. 

The  majority  of  patients  can  be  catheterized  without  anaesthesia. 
The  catheterization  may  be  carried  out  either  in  the  dorsal  or  the 
knee-face  position.  If  in  the  former,  the  buttocks  should  be  brought 
well  over  the  edge  of  the  table,  the  pelvis  being  raised  either  on 
bran  bags  or  an  inclined  plane.  If  in  the  latter,  the  patient  is 
placed  as  shown  in  Fig.  577,  p.  897.  As  this  method  is  the  one 
most  generally  followed,  I will  give  Kelly’s  instructions  for  carrying 
it  out.  The  first  steps  are  those  already  described  in  examination 
of  the  bladder  (p.  897),  up  to  the  localization  of  the  ureteral  orifices 
through  the  urethral  speculum.  The  ureteral  end  of  the  catheter 
is  not  touched,  but  is  guided  up  to  the  speculum,  the  lumen  of 
which  has  been  carefully  sterilized.  If  a flexible  ureteral  catheter 
be  used,  the  orifice  of  the  ureter  is  localized,  and  kept  in  view  by 
means  of  the  speculum.  The  silk  catheter,  already  sterilized,  and 
lubricated  in  a boro-glyceride  solution,  is  now  taken  hold  of  by  its 
end  with  the  sterilized  fingers,  or  sterilized  rubber  finger-stalls. 
Under  all  circumstances,  careful  sterilization  is  carried  out.  The 
catheter  is  now  guided  to  the  ureteral  orifice.  During  this  manipu- 
lation the  other  end  of  the  catheter  is  supported  on  the  shoulder 
of  the  examiner.  When  it  is  introduced,  the  speculum  is  with- 
drawn, and  care  is  taken  that  the  patient  does  not  by  movements 
in  position  pull  the  catheter  from  out  of  the  ureter.  The  ureteral 
catheters  are  30  centimetres  in  length,  and  the  renal  50,  that  is, 
12  and  20  inches  respectively.  They  are  made  of  woven  silk, 
coated  and  rubbed  down  to  a highly  polished  surface. 

The  catheters  are  kept  in  sterilized  tubes,  closed  at  both  ends 
with  sterilized  cotton.  The  metal  ureteral  catheter  is  12  inches 
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long  (29  centimetres)  and  2£  millimetres  in  diameter.  Its  shape 
and  character  is  shown  in  the  drawing.  It  is  made  in  two  sizes, 
the  more  convenient  for  passing  measures  a millimetre  and  a halt 
in  diameter.  There  are  three  oval  eyes  at  the  extremity  of  t le 
catheter.  The  bougies  used  by  Kelly  are  made  either  of  metal  or 
hard  rubber.  Some  are  of  the  same  shape  as  the  catheters.  They 
are  two  millimetres  in  diameter,  and  some  twenty  inches  in  length. 
Some  of  the  hard  rubber  ones  are  so  grooved  at  the  tip  that  they 
hold  a little  dental  wax,  so  that  when  the  bougie  comes  in  contact 
with  the  calculus,  the  scratch  on  the  surface  of  the  wax  can  be 
seen  with  a lens.  A silk  renal  catheter,  tipped  with 
wax,  effects  the  same  object.  The  dilating  cathetei  s 
are  metal  tubes,  nickel  plated,  and  have  a curve  at 
either  end,  terminating  in  a tapering  conical  blunt 
point.  To  the  outer  end  of  the  catheter  a rubber 
tube  can  be  attached. 

{ By  elevating  the  handle  of  the  speculum,  the 


Fig.  592. — Irrigation  of  the  Ureter  in  a Case  of  Pyo-ureteritis. 

(Howard  Kelly.) 

By  changing  the  position  of  the  body  from  the  genupectoral  to  the  horizontal, 
the  antiseptic  (boric)  solution  flows  in  and  out. 


field  of  vision  sweeps  over  the  base  of  the  bladder  until  in  some 
cases  the  region  of  the  inter-ureteric  ligament  comes  into  view, 
often  marked  by  a slightly  elevated  transverse  fold  or  a distinct 
difference  in  colour.  By  turning  the  speculum  thirty  degrees  to 
one  side  or  the  other  and  looking  sharply,  a ureteral  orifice  is  dis- 
covered. While  inspecting  the  ureter  I have  frequently  observed 
little  jets  of  urine  ejected  at  short  intervals,  like  a miniature  foun- 
tain ; in  pathological  cases  I have  seen  pus  and  blood  flowing  from 
one  ureter  while  the  other  discharged  normal  urine.’ 
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‘ The  ureteral  orifices  and  their  surroundings  are  not  constant  in 
appearance.  Sometimes  the  orifice  appears  as  a dimple  or  a little 
Pit ) 01  , in  inllammatoiy  cases,  as  a round  hole  in  a cushioned 
eminence  ; at  other  times  as  a round  hole  with  the  point  directed 
outward ; again,  it  may  be  scarcely  visible  even  to  a trained  eye, 
appearing  as  a fine  crack  in  the  mucosa,  and  occasionally  is  so 
obscure  as  to  be  recognized  only  by  the  jet  of  urine  as  it  escapes,  or 
by  a slight  difference  in  the  colour  of  the  mucous  membrane  at  that 
point.  In  rare  cases  it  has  the  form  of  a truncated  cone  with 
gently  sloping  sides  ; this  appearance  is  most  apt  to  be  developed  in 
the  knee-breast  position.’ 

The  bladder  mucosa  is  usually  of  a slightly  deeper  rose  colour 
around  the  ureter,  and  in  the  presence  of  an  inflammatory  process  it 
even  appears  deeply  injected.’ 

In  the  direct  inspection  the  ureteral  orifice  always  appears  to 
lie  nearer  the  urethra  than  one  would  anticipate.  This  is  a result 
of  the  illusion  produced  by  the  foreshortening  of  the  base  of  the 
bladder.’ 

X-Ray  Examination. — Every  case  of  suspected  ureteral  calculus  should  be 
examined  by  the  Rontgen  ray,  and  a radiograph  obtained.  At  the  same 
time,  we  must  be  prepared  for  an  occasional  misleading  result  of  this  test.* 
For  instance,  in  a case  ot  Noble’s,  a ureteral  calculus  was  pronounced  to  be 
present.  On  operation  there  was  no  calculus ; as  a consequence,  the  original 
trouble  was  aggravated  by  a perforation  of  the  ureter  caused  by  exploration 
of  the  duct  during  the  operation.  This  fistula  was,  however,  completely 
closed.  The  same  caution  applies  to  the  kidney,  and  unsatisfactory  shadows 
supposed  to  be  due  to  calculus  have  not  infrequently  led  to  useless  exploration 
of  the  organ. 

In  another  case  of  Noble’s  a most  satisfactory  result  followed  diagnosis  by 
the  X ray.  By  an  extraperitoneal  operation,  the  ureter  was  incised  over 
the  stone,  and  the  latter  extracted.  With  chromic  and  cumol  gut  the  ureter 
was  closed,  and  the  result  was  perfect. 

Illumination  of  the  Abdominal  and  Pelvic  Viscera. f Von  Ott  has  intro- 
duced a method  of  examination  of  the  abdominal  cavity  in  diagnostic 
examination  and  for  operative  purposes.  The  patient  is  placed  in  the 
extreme  Trendelenburg  position,  as  in  Pryor’s  operation  (Fig.  385),  at  an  angle 
of  forty-five  degrees.  The  legs  are  in  the  lithotomy  position.  Thus  the  intes- 
tines are  removed  from  the  pelvis.  The  pouch  of  Douglas  is  previously 
opened  from  the  vagina,  thus  facilitating  the  descent  of  the  pelvic  viscera 
through  the  admission  of  air  into  the  abdominal  cavity.  -Anterior  and 
posterior  specula,  of  different  shapes  and  curves,  are  introduced,  the  former 
containing  an  electric  lamp,  which  enables  the  observer  to  see  not  only  the 

* Amer.  Med.,  Sept.  27,  1903. 
f Mounts,  f.  Geb.  u.  Gyn .,  bd.  xviii.,  heft  5. 
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pelvic,  but  also  the  abdominal  viscera.  The  vaginal  opening  is  closed  by  some 
sterilized  wool  before  the  patient  is  placed  in  the  required  position.  1 lie 
examination  can  be  conducted  under  anaesthesia.  In  150  cases  examined, 
no  bad  result  had  followed.  V.  Ott  enumerates  different  conditions  under 
which  such  illumination  is  of  service,  both  in  diagnosis  and  for  operations. 

Further  Details  of  Catheterization. 

Should  the  dorsal  position  be  the  one  selected,  the  following  are  Howard 
Kelly’s  directions  for  his  procedure  : ‘ The  bladder  having  been  catheterized, 
careful  palpation  of  the  ureters  is  made  so  as  to  locate  them  anteriorly  through 
the  vaginal  wall,  whether  they  be  well  forward  under  the  bladder,  or  are 
found  abnormally  far  back  in  the  pelvis. 

1 The  bladder  is  next  distended  with  from  5 to  7 ozs.  of  the  analine  solution. 
The  posterior  vaginal  wall  is  retracted  with  a speculum,  exposing  the  anterior 
wall  up  to  the  cervix,  while  the  bladder  is  being  injected. 

‘ The  object  of  this  distension  of  the  bladder  is  twofold : in  the  first  place 
it  does  away  with  all  the  rugosities  of  a contracted  bladder,  which  hinder 
catheterization,  if  they  do  not  render  it  impossible.  The  only  rugosities  left 
are  the  prominences  on  either  side,  through  which  the  mouths  of  the  ureters 
open  into  the  bladder  by  a little  slit,  running  obliquely  backward  in  a line 
with  the  course  of  the  ureters. 

‘ The  second  reason  is  well  exhibited  pictorially  by  Professor  Pawlik,  who 
was  the  first  to  demonstrate  that  the  curved  folds  which  cross  the  anterior 
vaginal  wall  out  to  the  lateral  walls  and  around  toward  the  cervix  are  valuable 
landmarks  in  finding  the  ureters,  which  lie  parallel  to  and  just  above  them. 
These  are  appropriately  called  for  this  reason  the  “ ureteral  folds.”  They  are 
brought  out  distinctly  by  moderate  distension  of  the  bladder. 

‘ An  assistant  should  determine  that  the  catheter  is  clear  by  placing  the 
end  in  water,  and  blowing  through  it  without  touching  it  with  his  lips.  The 
metal  plug,  attached  by  a short  chain  to  the  catheter,  is  coated  with  a little 
vaseline,  and  inserted  in  the  outer  end,  thus  keeping  the  aniline  solution  from 
filling  the  lumen  of  the  catheter  when  it  enters  the  bladder.’ 

Passage  of  Catheters. 

‘ In  order  to  carry  the  ureteral  catheter  or  sound  over  the  brim  of  the  pelvis, 
it  is  not  necessary  to  use  a flexible  instrument.  This  can  be  effected  by  first 
filling  the  bladder  with  sufficient  fluid  to  distend  its  folds  and  introduce  the 
catheter  into  the  ureter,  and  then  drawing  off  all  the  contents  of  the  bladder ; 
a finger  introduced  into  the  rectum  high  up  gently  lifts  the  catheter,  and 
assists  it  over  the  brim  and  on  up  into  the  abdomen.  This  manoeuvre  is 
rendered  possible  by  the  loose  cellular  tissue  in  which  the  pelvic  organs  lie 
allowing  a wide  displacement  of  bladder,  ureter,  and  broad  ligament  without 
injury.  The  contracted  bladder  can  be  lifted  up,  while  it  is  impossible  to 
displace  the  full  bladder  in  this  way. 

‘ It  is  now  evident  that  if  clear  or  straw-coloured  fluid  escape  through  the 
catheter  it  must  be  urine,  as  the  deep  aniline  colour  of  the  fluid  in  the  bladder 
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lendeis  deception  from  that  source  impossible.  When  the  catheter  is  intro- 
duced as  far  as  the  bladder,  touch  and  sight  assist  in  its  further  introduction 
into  the  ureter. 

I>y  turning  its  point  forward  and  elevating  the  handle,  a slight  prominence 
is  produced  on  the  anterior  vaginal  wall.  Throughout  the  manipulations  of 
the  catheter  this  is  the  constant  guide  to  the  vesical  orifice  of  the  ureter. 
I he  first  step  after  the  introduction  of  the  catheter  into  the  bladder  is  to  try 
to  locate  the  ureteral  eminence  by  the  sense  of  touch  communicated  from  the 
tip  of  the  catheter. 

‘ To  this  end  the  movements  of  the  point  on  the  anterior  vaginal  wall  are 
closely  watched  as  it  plays  over  the  base  of  the  bladder.  It  is  made  to  glide 
gently  in  a fore  and  aft  direction  from  the  neck  of  the  bladder  to  the  cervix, 
in  the  median  line,  a little  to  one  side,  a little  further  out,  and  so  on  until  it 
reaches  the  ureteral  eminence,  when  it  is  distinctly  felt  to  trip,  jogging  the 
thumb  and  finger  in  which  the  catheter  is  held. 

‘ The  same  movement  is  repeated  until  this  point  is  exactly  located.  The 
attempt  is  now  made  to  introduce  the  catheter  into  the  ureter  by  carrying 
the  handle  to  the  opposite  side,  thus  directing  the  point  toward  the  posterior 
lateral  wall  of  the  pelvis,  when  the  catheter  is  withdrawn  slightly,  and  with 
its  point  still  down,  but  turned  a little  more  toward  the  side,  is  swept  down- 
ward, outward,  and  backward  in  the  direction  of  the  ureteral  prominence. 
With  each  of  these  sweejung  motions  the  catheter  is  rotated  until  the  point  is 
directed  fully  outward  or  slightly  upward. 

‘ This  movement,  employed  in  engaging  the  catheter  in  the  ureter,  may 
very  appropriately  be  called  fishing  for  the  ureter. 

‘ As  soon  as  the  catheter  enters  the  ureter  its  course  is  fixed,  and  the  tactile 
sense  at  once  recognizes  that  it  no  longer  lies  free  in  the  bladder  as  before. 
If  the  catheter  be  released  for  a moment  the  handle  does  not  drop,  but 
remains  in  a fixed  position  and  forms  an  angle,  of  about  30°,  with  a line  pro- 
jecting from  the  urethra.  The  catheter  should  be  carried  into  the  ureter  until 
its  point  reaches  the  wall  of  the  pelvis,  when  the  plug  is  removed  from  the 
end.  Another  may  now  be  introduced  into  the  opposite  ureter,  and  both  be 
thus  catheterized  at  the  same  sitting. 

‘ On  account  of  the  partial  occlusion  of  the  urethra  by  the  first  catheter, 
the  second  is  slightly  more  difficult  to  introduce. 

£ If  it  be  desirable  to  carry  the  catheter  higher,  even  over  the  brim  of  the 
pelvis  and  up  to  the  pelvis  of  the  kidney,  the  bladder  can  be  emptied  by 
introducing  a small  glass  catheter  under  the  two  ureteral  catheters.  The 
contracted  bladder  now  forms  a movable  organ,  which  can  be  displaced 
upward  without  harm  in  manipulating  the  ureteral  catheters. 

‘ With  an  index-finger  introduced  into  the  rectum,  the  catheter  is  lifted  up 
and  guided  while  it  is  pushed  on  up  over  the  pelvic  brim  and  up  to  the  pelvis 
of  the  kidney. 

‘ As  soon  as  the  plug  of  each  catheter  is  withdrawn,  an  assistant  notes  the 
time,  so  as  to  be  able  to  tell  afterwards  just  how  long  the  urine  has  been 
flowing  from  each  kidney.  The  minim  graduates  are  held  below  the  catheters 
to  catch  the  urine.  An  average  of  1500  c.c.,  or  about  three  pints,  is  the 
normal  daily  excretion  of  urine.  If  from  both  catheters  one  cubic  centimetre 
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a minute,  or  half  a cubic  centimetre  from  one  catheter,  is  passed,  the  number 
of  minutes  in  a day  multiplied  by  this  amount  gives  1440  c.c.,  which  is 
practically  the  normal  excretion.  Kelly  frequently  found  just  this  proportion 
upon  estimating  the  day’s  urine  by  the  amount  collected  in  a few  minutes  by 
the  catheters. 

‘ Oftener  the  amount  falls  much  below  normal.  In  disease  there  is  fre- 
quently a marked  difference  in  the  amount  of  urine  collected  from  the  two 
sides.  One  side  may  flow  freely  and  the  other  discharge  no  urine,  although 
this  may  be  due  to  stricture,  which  I have  demonstrated  by  pushing  the 
catheter  up  beyond  the  stricture  and  over  the  brim  of  the  pelvis,  when  im- 
mediately several  ounces  escaped.  One  side  may  be  alkaline  and  the  other 
acid ; one  may  be  bloody  or  pure  blood  and  the  other  clear  urine  ; one  may 
be  pus  and  the  other  urine. 

t The  urine  evidently  flows  from  the  kidney  in  little  wavelets.  It  does 
not  appear  at  the  end  of  the  catheter  for  from  one  to  eight  or  ten  minutes, 
and  then  it  only  escapes  by  drops  at  intervals  of  a few  seconds  to  a minute 
or  more. 

t Fifteen  minutes  is  an  average  time  for  the  duration  of  the  catheterization. 
The  urine  of  each  side  is  then  marked  and  set  aside  for  examination.  The 
catheters  are  plugged  and  withdrawn,  and  the  urine  in  each  of  them  is  added 
to  that  in  the  graduate  from  the  same  side.  A little  patience  and  tact,  as 
I have  said,  are  all  that  is  needed  to  succeed  in  this  little  manoeuvre,  which 
adds  so  much  to  the  possibilities  of  gynaecology,  as  it  brings  into  this  s[  ec'al 
branch  of  surgery  renal  diseases  in  the  female. 

‘A  valuable  aid  for  the  beginner  searching  for  the  ureteral  orifice  is  as 
follows  : A point  is  marked  on  the  cystoscope,  54  centimetres  from  the  vesical 
end,  and  from  the  point  two  diverging  lines  are  drawn  towards  the  handle, 
with  an  angle  of  60°  between  them.  The  speculum  is  introduced  up  to  the 
point  of  the  V,  and  turned  to  right  or  left  until  one  side  of  the  V is  in  line 
with  the  axis  of  the  body  ; then  by  elevating  the  endoscope  until  it  touches 
the  floor  of  the  bladder  the  ureteral  orifice  will  usually  be  found  within  the 
area  covered  by  the  orifice  of  the  speculum.  The  ureteral  orifice  can  often 
be  found  by  an  adept  at  once,  and  almost  instinctively,  by  a single  movement 
of  the  speculum  after  its  introduction  into  the  bladder. 

‘ In  order  to  ascertain  whether  it  be  the  ureter  which  lies  within  the  field, 
Kelly  uses  as  a searcher  (Fig.  597),  a long  delicate  sound  with  a handle  bent 
at  an  angle  of  120°,  which  is  introduced  through  the  speculum  into  the  sus- 
pected ureteral  orifice,  and  the  lateral  walls  of  it  are  slightly  raised,  appearing 
as  distinct  folds  with  a dark  pit  between  them.  The  searcher  may  be  with- 
drawn and  a ureteral  catheter  at  once  introduced,  if  it  is  desirable  to  collect 
the  urine  direct  from  the  kidney.  The  ureteral  catheters  which  I use  for 
direct  catheterization  are  quite  different  from  those  heretofore  employed. 
They  are  straighter,  and  either  have  no  handle  or  only  a small  one  which  will 
readily  pass  through  the  No.  10  speculum.’ 

Kelly  recommends  the  following  method  for  obtaining  a small 
quantity  of  urine  from  the  ureter  without  catheterization.  The 
speculum  is  pushed  close  under  the  orifice  of  the  ureter  in  the 
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Howard  Kelly’s  Appliances  for  Ureteral  Catheterization. 


Fig.  593. — Ureteral  Catheter  with  Reduced  Handle. 


Fig.  598. — Urine  Collector. 


Fig.  595. — Toothed  Forceps. 


Fig.  597. — Ureteral  Searcher. 
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Fig.  598. — Hard  Ureteral  Catheters. 
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bladder,  the  drop  of  urine  is  caught  by  the  speculum,  and  runs 
down  its  side  to  the  outer  lip,  where  it  is  taken  on  a slide  for 
microscopical  examination.  He  has  also  devised  a urine  collector. 


Fig.  599. — -Hare-rubber  Bougies  introduced  into  both  Ureters  previous 

to  Hysterectomy  for  Carcinoma. 

The  instrument  is  shown  in  the  drawing."  It  is  used  with  the 
speculum,  and  may  be  carried  through  it  with  the  patient  lying  on 


Catheter  passed  up  above  stricture,  followed  by  a rapid,  continuous  flow  of  urine, 
while  urine  escaped  hy  drops  in  much  less  quantity  from  opposite  side. 
Difference  in  quantity  of  urine  obtained  in  the  same  time  from  both  ureters 
shown  in  conical  glasess. 


her  back.  As  this  method  of  exploration  is  also  applicable  to  the 
passage  of  a bougie  into  the  ureter  before  an  operation  for  hysterec- 
tomy, I give  his  description  in  his  own  words  : — ‘ The  patient  lies 
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on  her  back  on  a flat  table,  with  thighs  well  drawn  up  on  the  body, 
and  the  bladder  is  emptied.  The  No.  9 or  10  cystoscope  is  now 
introduced,  and  its  outer  end  strongly  elevated,  the  inner  being 
turned  toward  the  right  or  left  side  of  the  base  of  the  bladder.’ 
The  speculum  is  now  withdrawn  as  far  as  the  urethral  orifice  to 
locate  its  position,  and  then  pushed  in  again  and  turned  to  one  side 
with  the  idea  of  bringing  the  ureteral  orifice  at  once  within  the 
lumen  of  the  speculum.  If  there  be  difficulty  in  seeing  the  ureteral 
orifice,  the  speculum  is  pressed  against  the  bladder  wall,  and  then, 
after  drying  out  the  few  drops  of  urine  in  it,  the  orifice  is  found  by 
gliding  the  instrument  over  the  vesical  mucosa,  and  the  ureteral 
searcher  is  used  to  discover  it.  When  found,  a catheter  is  pushed 
into  the  ureter,  and  thus  the  surgeon  can  easily  feel  the  tube  during 
operation. 

Tubercular  Ureteritis. — If  the  ureteritis  be  of  a tubercular  cha- 
racter, we  are  more  likely  to  have  both  pus  and  blood  in  the  urine, 
as  the  bladder  mucosa  is  generally  affected  as  well  as  that  of  the 
ureter.  In  all  cases  where  tubercular  infection  is  suspected,  a 
bacteriological  examination,  in  addition  to  a cystoscopic,  will  be 
necessary.  From  the  experiments  of  Grunbaum  it  may  be  con- 
cluded that,  in  the  majority  of  cases,  the  characteristic  bacillus  is 
not  likely  to  be  confused  with  the  smegma  bacillus  of  the  external 
o-enitals,  if  there  be  careful  catheterization  of  the  bladder,  and  the 
first  portion  drawn  off  be  rejected  when  securing  the  specimen  to 
be  examined ; otherwise  the  organism  is  apt  to  be  confounded  with 
that  of  tubercle.  Under  any  circumstances,  however,  the  discovery 
of  the  tubercle  bacillus  in  the  urine  is  very  uncertain,  and  it  may 
escape  detection,  especially  if  we  have  not  a sufficient  sediment  for 
examination.  It  must  be  remembered  that  in  the  majority  of  cases 
the  kidney  is  primarily  involved,  and  there  are  all  the  evidences  of 
nephritis  and  pyo-nephritis  present  in  addition  to  those  which  are 
due  to  the  affected  ureter. 

Obstructed  Ureter — Causes. — The  ureter  may  be  obstructed  by 
tumours,  both  ovarian  and  uterine,  peri-uterine  effusions,  malignant 
disease  of  the  uterus  and  adnexa,  broad  ligament  adhesions  and 
contractions,  iliac  aneurisms,  tumours  or  calculus  in  the  bladder, 
and  thickening  of  the  bladder  wall  itself.  It  may  also  be  obstructed 
by  a coagulum  of  blood  or  growth,  specific  or  cancerous,  which  has 
its  origin  in  the  urethral  walls,  in  consequence  of  gonorrhoeal  or 
other  inflammation  spreading  to  the  tubes.  Whether  one  or  two 
ureters  are  likely  to  be  involved  in  the  obstruction,  will  depend  in 
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great  measure  on  the  cause ; as,  for  instance,  in  malignant  disease 
of  the  cervix  uteri,  both  are  likely  to  be  affected,  whereas  in  such 
cases  as  smaller  pelvic  tumours,  peri-uterine  phlegmon,  and  tuber- 
culosis, one  only  may  be  affected.  Outside  these  causes  tin  to  ate 
those  operative  and  post-operative  ones  due  to  ligature  ot  wounds. 
The  immediate  consequence  of  such  obstruction  is  either  hydro- 
ureter or  hydro-nephrosis. 

Symptoms. — It  is  most  difficult  to  locate  ureteral  pain,  but  if,  in 
the  presence  of  any  of  these  causes  of  obstruction,  there  should  be 
pain  in  the  course  of  the  duct,  attended  by  frequent  desire  to  pass 
water,  the  obstructive  condition  may  be  suspected.  In  a person  of 
gouty  habit,  in  whom  there  has  been  pre-existing  evidence  of  gouty 
kidney,  verified  by  urinary  analysis,  there  is  the  likelihood  of  a 
calculus  blocking  the  lumen  of  the  ureter,  especially  if  the  pain 
should  come  on  suddenly  and  partake  of  the  nature  of  renal  colic. 
Such  pain,  if  it  arise  in  association  with  pelvic  suppuration,  and 
the  presence  of  pus  in  the  urine  which  varies  in  quantity,  will 
also  lead  to  the  suspicion  that  the  ureter  is  involved  in  the  pelvic 
inflammation.  The  possibility  of  the  obstruction  being  due  to 
stricture  is  not  to  be  forgotten.  The  probability  that  this  is  the 
cause  is  increased  if  the  presence  of  tubercle  or  gonorrhoea  has  been 
ascertained. 

Stricture.— The  diagnosis  of  stricture  can  only  be  made  by 
passing  the  ureteral  catheter  in  the  manner  taught  by  Kelly, 
who  has  reported  cases  in  which,  by  gradual  dilatation  with  hollow 
bougies,  a stricture  has  been  (overcome  without  operation.  In  this 
case,  however,  the  treatment  had  to  be  prolonged  for  some  months.* 
Such  cases  of  stricture  are  rarely  met  with  in  women,  save  as  the 
result  of  some  pelvic  operation. 

Hydro-ureter. — Hydro-ureter,  as  the  term  implies,  is  a dilated 
condition  of  the  tube  due  to  obstruction,  arising  under  one  of  the 
circumstances  which  I have  indicated.  Either  from  pressure  from 
without,  or  blockage  within  the  tube,  it  is  frequently  associated 
with  distension  of  the  renal  pelvis  or  hydro-nephrosis.  External 
pressure  is  most  likely  to  affect  the  ureter  as  it  crosses  the  pelvic 
brim  (Eigs.  25,  26),  and  consequently  there  is  a general  dilatation  of 
the  ureter  as  far  as  the  kidney.  The  same  state  will  follow  from 
the  impaction  of  a calculus  near  its  vesical  end.  A large  tumour, 
either  in  the  pelvis  or  in  the  bladder,  may  cause  double  hydro-ureter 
with  hydro-nephrosis  of  both  kidneys. 

* Kelly,  ‘ Operative  Gyniecology,’  vol.  i.  p.  438,  d scq. 


934 


DISEASES  OE  WOMEN. 


Pyo-ureter.'* — Pyo-ureter  is  the  consequence  of  some  infection 
reaching  a ureter,  which  has  probably  been  previously  obstructed. 
Gonorrhoea,  tuberculosis,  pyo-nephrosis  with  renal  calculus,  or 
cystitis,  may  result  in  hypertrophy  and  interstitial  changes  in  the 
walls  of  the  bladder. 

Calculus.—  A calculus  is  more  frequently  arrested  in  the  upper 
portion  of  the  tube  near  the  pelvis  of  the  kidney.  The  symptoms 
of  stone  in  the  ureter  are  often  verv  obscure.  If  it  be  lodged  in 
the  ureter,  there  may  be  slight  elevation  of  temperature,  rapidity 
of  pulse,  intense  pain,  extending  from  the  loin  to  the  inguinal 
region,  and  at  the  same  time  a frequent  desire  to  pass  urine, 
in  which  blood  is  present.  The  method  of  palpation  of  the  ureter 
has  already  been  referred  to,  in  treating  of  the  anatomy  of  the 
tube.  By  this  means,  if  the  stone  be  low  down  in  the  neighbour- 
hood of  the  bladder,  it  may  be  felt  through  the  rectum  or  the  vagina. 
A preliminary  examination  having  been  made  to  confirm  the  sus- 
picion that  attacks  of  ureteral  colic  arouse,  the  patient  is  placed  in 
the  position  generally  availed  of  in  examination  for  renal  calculus, 
and  the  lumbar  region  is  carefully  and  bimanually  palpated.  Dis- 
tension from  hydro-nephrosis  may  be  detected.  It  may  then  be 
possible,  in  the  dorsal  decubitus,  by  pressure  in  the  course  of  the 
ureter,  to  detect  a specially  painful  and  circumscribed  spot. 

A stone  may  protrude  through  the  ureteral  orifice,  or  it  may  so 
invest  the  ureter  as  to  form  a sort  of  sack,  in  the  centre  of  which 
lies  the  calculus.  Possibly  this  might  be  mistaken  for  a tumour. 

Calculus  in  the  ureter,  if  felt  by  the  finger,  may  be  removed 
through  the  rectum  or  the  vagina,  and,  if  partly  protruding,  possibly 
by  the  bladder.  If  in  other  situations,  the  operation  of  retro- 
peritoneal ureterotomy  has  to  be  performed,  by  which  step  the 
ureter  is  reached  between  the  kidney  and  the  true  pelvis.  After 
the  removal  of  the  stone  by  a longitudinal  incision,  the  ureter  is 
sutured. 

In  any  case  where  the  symptoms  of  calculus  arise,  examination 
by  palpation  should  be  made  in  the  manner  already  described. 

Diagnosis  of  Ureteral  Calculus  by  Wax-tipped  Bougie. — Kelly 
has  reported  different  cases  of  diagnosis  of  ureteral  calculus  by 
means  of  the  wax-tipped  bougie.  The  coating  of  a catheter,  say 
2 mm.  in  diameter,  is  made  with  a wax  and  olive-oil  mixture,  two 
parts  of  the  former  to  one  of  the  latter.  The  steps  of  the  operation 
are — cocainization  of  the  ureter  by  direct  injection,  or  eucaine  may 

* See  pp.  407,  423,  424. 
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be  substituted ; examination  of  the  ureteral  orilices  through  the 
cystoscope  ; the  introduction  of  a ureteral  sound  for  examination 
of  the  ureter  and  the  detection  of  stricture ) dilatation  of  the  ureter 
by  a ureteral  dilator  \ the  introduction  of  a wax-tipped  cathetei 
through  the  speculum  into  the  ureter,  taking  care  to  avoid  any 
contact  of  the  tip  of  the  catheter  with  the  speculum  ; withdrawal 
of  the  catheter  for  examination  of  any  scratch-marks.  In  a case 
reported  by  Kelly,  the  dilatation  of  the  ureter  was  sufficient  to 
allow  of  the  passage  of  a renal  calculus  nearly  half  an  inch  in 
length  by  the  eighth  of  an  inch  wide,  with  tapering  ends.  Here 
the  stone  was  located  lodged  in  the  ureter  behind  the  vesical 
orifice,  and  its  position  was  so  determined  by  vaginal  palpation 
after  demonstration  of  its  presence  by  the  wax-tipped  bougie.'" 

Treatment. — During  the  passage  of  a calculus,  or  when  it  has  first 
lodged  in  the  ureter,  the  treatment  must  necessarily  be  palliative. 
Warm  baths,  constant  fomentations,  packs  of  laudanum  over  the  loin 
and  in  the  course  of  the  ureter,  hypodermic  injections  of  morphia, 
warm  drinks,  periodical  dosage  of  bromide  combined  with  bicarbonate 
of  potassium,  and  piperazine  or  uricidine,  drinks  of  lithia  and  soda 
water,  and  phenacetin  in  small  doses,  may  be  given.  It  is  important 
that  the  bowel  should  be  freely  moved,  and  the  rectum  kept  empty. 
For  this  purpose  calomel  should  be  given,  to  be  followed  by  a free 
saline  aperient,  or  the  rectum  be  emptied  by  an  enema. 

Ureteral  Fistula — Diagnosis. — ‘The  diagnosis  of  ureteral  fistula,5 
says  Kelly,  ‘ will  be  made  by  noting : first,  that,  although  there  is  a 
constant  escape  of  urine,  the  patient  still  passes  it  at  regular  in- 
tervals ; second,  that  upon  injection  of  sterilized  milk  into  the 
bladder,  none  of  it  escapes  through  the  vagina,  while  the  urine  still 
escaping  from  the  vagina  continues  clear  ; third,  that  by  placing  the 
patient  in  the  dorsal  position  with  elevated  pelvis,  or  in  the  knee- 
breast  position,  the  ureters  may  be  catheterized  as  described,  and 
urine  collected  from  one  side  while  none  escapes  from  the  other  ; 
fourth,  that  the  sound  may  be  readily  entered  into  one  ureter  and 
passed  back  to  the  posterior  wall  of  the  pelvis,  while  in  the  other  it 
cannot  be  pushed  in  more  than  a few  centimetres  ; fifth,  in  the  con- 
genital malformation  where  there  is  a double  ureter  on  one  side, 
with  one  of  its  openings  near  the  urethra,  and  the  other  in  the 
bladder,  the  evidence  that  the  fistula  is  not  vesical  will  be  obtained 
by  the  injection  of  milk.  The  catheterization  of  both  ureters  will 
demonstrate  also  that  they  are  pervious  and  functionally  perfect.5 

* Jour . Amer.  Med.  dss.,  March  3,  1900. 
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Howard  Kelly  thus  describes  the  closure  of  a fistula  in  the  vault  of  the 
vagina  that  resulted  from  a vaginal  hysterectomy  : — 

1 The  patient  was  placed  in  the  Trendelenburg  position,  and  an  incision  1 2 
cm.  long  made  through  abdominal  walls  loaded  with  fat.  After  opening  the 

abdomen,  the  large  fat  omentum  and  in- 
testines were  dislodged  from  the  lower  ab- 
domen and  pelvis  with  great  difficulty,  and 
held  away  by  means  of  cotton  gauze  pads. 

‘ The  end  of  the  ureter  could  not  be  found 
on  the  pelvic  floor  on  account  of  the  rigidity 
and  inflammation  surrounding  the  line  of  scar 
tissue  between  the  rectum  and  bladder.  The 
right  ovary  and  tube  were  also  pinned  down 
to  this  scar  tissue  by  numerous  vascular  ad- 
hesions. The  attempt  to  reach  the  ureter  at 
this  point  was  therefore  abandoned,  and  it 
was  sought  out  at  the  pelvic  brim,  where  it 
was  readily  found,  after  lifting  up  the  caput 
coli  and  incising  the  peritoneum  and  pushing 
aside  the  fat.  It  was  then  traced  from  the 
point  of  crossing  the  common  iliac  artery 
down  to  the  pelvic  floor,  exposing  the  whole 
length  of  the  pelvic  portion  by  splitting  the 
peritoneum  over  its  upper  surface.  The  an- 
terior portion  of  the  ureter  was  involved  in 
the  inflammatory  material  surrounding  the 
scar,  which  bled  so  freely  that  no  attempt 
was  made  to  dissect  it  out.  F our  centi- 
metres of  the  length  of  the  ureter  lying 
directly  posterior  to  the  scar  tissue  were  dis- 
sected out,  and  the  ureter  lifted  up  from  its 
bed  and  divided  close  to  the  scar,  sacrificing 
as  little  as  possible  of  its  length. 

‘ Tiie  bladder  was  next  dissected  free  from 
its  attachments  to  the  horizontal  rami  of  the 
pubis  on  both  sides  with  scissors  and  fingers, 
and  dropped  down  into  the  pelvis  so  as  to 
extend  it  and  carry  it  more  into  the  back 
part  of  it,  gaining  at  least  3 cm.  in  this  way. 
By  this  means  the  ureter  and  the  bladder 
were  easily  approximated  without  strain.  A 
small  incision  was  now  made  through  the 


Fig.  601. 

2.  Schematic  section  showing 
the  way  the  ureter  was  held 
by  forceps,  and  the  relation 
of  the  sutures  to  the  coats  of 
the  bladder  and  the  ureter. 
All  but  the  mucous  coats  of 
botli  were  included.  3.  The 
appearance  of  the  ureter 
entering  the  opening  in  the 
bladder.  One  suture  laid  in 
place,  but  not  tied.  4.  Shows 
the  snug  union  of  ureter  to 
bladder  after  both  deep  and 
superficial  sutures  were  ap- 
plied. 


bladder  wall,  covered  with  fat  at  least  a centimetre  thick,  at  the  point  on  the 
right  nearest  the  ureteral  end.  This  incision  passed  through  the  peritoneum, 
and  was  not  more  than  3 or  4 mm.  in  length,  and  just  large  enough  to  receive 
the  ureter  snugly. 

‘The  under  surface  of  the  ureter  was  then  split  up  for  about  4 mm., 
enlarging  the  calibre  of  its  orifice  to  avoid  a stricture,  and  a pair  of  long 
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delicate  forceps  was  introduced  through  the  urethra  into  the  bladder,  and 
through  the  incision  made  in  its  wall  the  urethral  end  was  drawn  into  the 
bladder,  and  held  there  while  it  was  being  attached  to  the  bladder  wall  by 
about  six  fine  interrupted  silk  sutures,  passed  through  the  muscular  tissue  ot 
the  bladder  and  peritoneal  and  muscular  coats  of  the  ureter  on  all  sides, 
beginning  with  the  under  side. 

‘ The  ureter  thus  dissected  out  of  its  bed,  and  attached  to  the  bladder,  was 
stretched  like  a lax  cord  from  the  posterior  part  of  the  pelvis  to  the  bladder, 
which  lay  gibbous  and  flattened  out  on  the  pelvic  floor. 

1 The  abdominal  incision  was  closed  down  to  its  lower  angle,  where  a 
narrow  gauze  drain  was  inserted  for  fear  of  leakage.  Care  was  taken,  in 


Fig.  602. — The  Field  of  Operation  through  the  Superior  Strait. 

The  bladder  is  freed  from  its  connections  above  and  dislocated  downwards,  and 
on  the  right  side  backwards  to  meet  the  short  ureter.  Its  superior  surface 
is  seen  uncovered  by  peritoneum.  The  angle  in  the  middle  is  the  lower 
terminus  of  the  abdominal  incision  ; the  extent  of  the  displacement  of  the 
bla  Ider  can  be  estimated  by  this.  Forceps  hold  the  ureter  in  place  until 
the  sutures  are  passed.  A part  of  the  ureter  is  seen  lifted  up  free  from  the 
pelvic  floor. 

closing  the  incision,  not  to  draw  together  the  peritoneum  underlying  its  lower 
end,  to  avoid  raising  the  bladder  and  indirectly  pulling  upon  the  ureter. 

‘No  leakage  occurred,  the  drain  was  removed,  and  the  wound  healed 
without  suppuration.  The  patient’s  urinary  difficulties  were  immediately  and 
completely  relieved  with  the  perfect  restoration  of  continence.’ 


Differential  Diagnosis  of  Obscure  Symptoms  by  Means  of 

the  Ureteral  Catheter. 

Kelly  has  repeatedly  drawn  attention,  since  his  earlier  operations  in  1899, 
to  the  value  of  the  renal  catheter  in  determining  the  seat  of  obscure  pain  in 
the  side.  In  the  case  of  stone  in  the  kidney  or  ureter,  the  scratching  of  the 
shining  surface  of  the  wax-tipped  catheter  is  seen  under  a hand  lens  ; in  the 
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instance  of  stricture,  the  grip  of  the  catheter  is  diagnostic,  while  in  pyelitis, 
the  capillary  haemorrhage,  excited  by  the  touch  of  the  catheter,  is  pathogno- 
monic. More  especially,  however,  he  draws  attention  to  the  assistance  gained 
in  the  differentiation  of  the  pain  caused  by  gall  stone,  renal  calculus,  some 
localized  affection  of  the  colon,  or  appendicitis.  His  method  of  procedure  is 
as  follows  : The  patient  having  been  placed  in  the  position  mentioned  in  the 
text,  and  the  catheter  introduced,  from  ten  to  fifteen  cubic  centimetres  of  a 
bland  fluid  are  injected  rapidly  into  the  kidney,  distending  its  pelvis  and  pro- 
ducing a not  too  severe  attack  of  artificial  renal  colic.  The  patient,  locating 
the  pain,  can  say  whether  it  is  in  the  same  position  and  of  the  same  nature 
from  which  she  has  previously  suffered.  He  quotes  some  cases  of  extreme 
interest,  proving  how  this  method  of  examination  enabled  him  to  diagnose 
between  the  conditions  above  enumerated.  A boracic  acid  solution  was 
employed  for  injection. 


Injuries  to  the  Ureter. 

In  the  various  operations  on  the  uterus  and  adnexa,  especially 
in  cancer  of  the  uterus  involving  the  cervix  and  parametrium,  in 
myomata  spreading  into  or  growing  from  the  broad  ligaments,  in 
the  removal  of  cysts  from  the  latter,  and  in  complicated  adnexal 
tumours  with  extensive  adhesions,  the  ureters  are  liable  to  be 
wounded.  Should  such  an  accident  be  detected  at  the  time  of 
operation,  various  procedures  may  be  followed  to  prevent  the 
disastrous  consequences  which  such  an  act  entails.  Some  surgeons 
still  perform  immediate  nephrectomy  of  the  kidney  of  which  the 
duct  is  injured,  and,  in  a fair  proportion  of  the  cases  reported,  cure 
has  resulted  from  this  step,  although,  in  view  of  the  operations  of 
recent  years,  one  of  these  alternative  procedures  is  certainly  pre- 
ferable, if  it  can  be  carried  out,  to  the  graver  step  of  removing  the 
kidney. 

Sampson  * shows  that,  in  150  hysterectomies,  the  ureters  have 
been  injured  19  times — that  is,  over  13  per  cent.  The  close 
proximity  of  the  ureters  to  the  cervix  and  their  displacement  by 
the  cancerous  growth,  as  well  as  by  the  position  of  the  uterus  and 
the  size  of  the  cervix,  explains  this  danger.  Sampson  considers, 
from  a study  of  the  parametrium,  that  if  we  desire  to  remove  all 
the  affected  tissue  in  cases  of  cancer  of  the  cervix,  we  should  neces- 
sarily remove  the  ureter.  He,  like  Feitel,  insists  on  the  importance 
of  preserving  the  blood-supply  when  the  ureter  is  dissected  out. 
These  results  materially  affect  the  arguments  for  the  more  extensive 
radical  measures  in  cases  of  cancer  of  the  uterus. 

* Bulletin  Johns  Hopkins  Hospital , March,  1904. 
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Purcell  * lias  recorded  a case  in  which,  in  the  removal  of  a large  carcinoma 
of  the  uterus,  the  ligatures  applied  to  both  uterine  arteries  included  the  ureters 
at  either  side,  the  symptoms  of  suppression  of  urine,  together  with  falling 
temperature  and  sickness,  indicating  the  constriction  of  the  tubes.  The 
abdomen  was  opened  two  days  after  operation,  and  the  ligatures  were  cut, 
thus  freeing  the  ureters.  The  patient  made  a good  recovery. 

At  this  time  (1898)  I collected  the  particulars  from  the  kliniks  of  Martin 
and  Landau  of  Berlin,  also  of  Kufferath  of  Brussels,  as  well  as  from  that  of 
Doven.  Landau,  out  of  1273  cceliotomies,  abdominal  and  vaginal,  for  cancer, 
myoma,  and  inflammatory  processes,  had  injured  the  ureter  8 times — 1 wound 
closed  spontaneously,  1 was  closed  by  Winckel’s  operation,  and  6 were  cured 
by  nephrectomy.  Martin’s  statistics  included  2000  abdominal,  and  300 
vaginal  operations.  In  these,  of  the  abdominal  there  were  3 cases  of  injury 
to  the  ureter,  and  in  the  vaginal  2.  Of  the  abdominal  cases  he  lost  2 ; 1 from 
septicaemia,  and  1 from  uraemia.  In  all  three  cases  the  abdomen  was  opened. 
In  the  third,  plastic  operations  having  proved  unsuccessful,  nephrectomy  was 
performed.  Kufferath  had  one  death  in  pan-hysterectomy  from  injury  to  the 
ureter,  none  in  vaginal  hysterectomy,  none  in  ovariotomy  or  oophorectomy, 
one  in  laparotomy  for  a large  fibroma  in  which  the  ureter  was  brought  into 
the  abdominal  wound,  but  nephrectomy  in  this  case  had  subsequently  to  be 
performed.  Doyen  had  one  case  in  vaginal  hysterectomy  for  cancer  of  the 
fundus,  in  which  there  were  post-puerperal  vaginal  cicatricial  bands. 

Since  the  last  edition  of  this  work  was  written  I have  had  one  fatal  case  in 
which  there  was  at  the  time  of  operation  some  uncertainty  of  a divided  ureter. 
The  urine  after  operation  w7as  normal  in  quantity  and  character.  There  were 
no  renal  symptoms.  The  tumour  was  some  fourteen  inches  in  length  and 
reached  to  the  diaphragm.  The  patient  suffered  from  tachycardia.  She 
went  on  fairly  well  for  two  days,  when  sudden  collapse  occurred.  I opened 
the  abdomen,  and  found  a rupture  of  the  colon  at  the  left  side. 

Kelly  divides  the  treatment  of  wounded  ureter  under  eight  heads. 
The  first  two  depend  upon  the  principle  of  diverting  the  urine  from 
the  ureter  into  the  bladder  by  creating  an  artificial  vesico-vaginal 
fistula  close  to  the  ureteral  one,  and  directing  it  to  the  opening 
by  either  bridging  over  a channel  between  the  two  orifices,  or  en- 
circling them  by  a ring  of  denuded  vaginal  mucosa,  which  latter  is 
folded  on  itself  so  as  to  catch  the  urine  before  it  reaches  the  artificial 
opening.  Again,  the  end  of  the  ureter  is  dissected  out  and  split,  so 
as  to  prevent  contraction,  and  is  then  turned  into  an  opening  made 
in  the  base  of  the  bladder.  Or  the  upper  part  of  the  vagina  is  closed 
after  a vesico-vaginal  fistula  has  been  formed  near  the  ureteral  one 
in  the  vaginal  vault.  In  incomplete  severance  of  the  ureter,  the 
fistula  is  closed  by  denudation  and  suture.  The  operation  referred 
to  in  the  text  may  be  performed,  or  uretero-cystotomy.  The  vagina 
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may  be  totally  occluded — total  colpocleisis.  Lastly,  nephrectomy 
may  be  performed.* 

G.  B.  Johnston  f has  published  an  interesting  case  of  uretero-ureteral 
anastomosis  for  a divided  ureter  two  inches  from  the  bladder  end.  The 
operation  wTas  performed  after  Kelly’s  method,  and  the  patient  made  a com- 
plete recovery. 

Uretero-ureterostomy.* 

Uretero-ureterostomy  by  Van  Hook’s  Method. — Briefly,  the 
operation  is  resolved  into  the  following  steps  : Ligation  of  the  lower 

portion  of  the  tube  one- 
eighth  or  one-fourth  of  an 
inch  from  the  free  end 
with  silk  or  catgut ; one- 
fourth  of  an  inch  below 
the  ligature,  a longitudinal 
incision,  twice  the  length 
of  the  ureteral  diameter, 
is  made  in  its  wall.  The 
upper  portion  of  the  ureter 
is  now  incised  from  its 
open  end  for  one-fourth  of 
an  inch.  With  two  fine 
cambric  needles  a loop  of  sterilized  catgut  is  carried  through  this  end 
of  the  ureter,  one-eighth  of  an  inch  from  the  extremity,  from  within 
out.  This  loop  firmly  grasps  the  ureter.  The  apertures  through  which 
the  loop  passes  are  one-sixteenth  to  one-eighth  of  an  inch  apart,  and 
equi-distant  from  the  end  of  the  duct.  The  two  needles  now  lie  free, 
and  are  carried  through  the  slit  in  the  side  of  the  lower  end  of  the 
ureter,  passing  through  the  duct-wall  for  half  an  inch  side  by  side, 
and  by  traction  of  the  loop  the  upper  end  of  the  duct  is  drawn  into 
the  lower  portion  ’ and  thus,  when  the  ends  of  the  loop  are  tied 
securely,  the  transplantation  is  effected  by  the  passage  of  interrupted 
extra-mucous  sutures  which  complete  the  union ; finally,  the  opera- 
tion being  intra-peritoneal,  the  ureter  is  enveloped  in  peritoneum. 

Kelly’s  Method.  — The  following  instruments  are  needed  : delicate 
ureteral  tissue  forceps,  fine  scissors,  a tiny  round  curved  needle 
with  the  eye  open  at  the  end,  delicate  needle  forceps,  as  well  as 
the  guide. 

* . Tout.  Atyibv . Med.  Ass.,  March  4,  1899.  f Atner.  Gyn.  Jouv.,  Jan.,  149.>. 
x See  Ann.  Surg Sept.,  1894,  for  Fenger’s  paper. 
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Fig.  003. — Uretero-ureteral  Anastomosis. 

(Bloodgood.) 

a,  Traction  suture  tied;  &,  ligated  end  of 
lower  portion ; c,  c,  fixation  sutures ; e, 
lower  end  of  upper  segment  implanted  in 
slit  in  lower. 
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Kelly  has  reported  several  cases  of  resection  and  anastomosis  of 
the  divided  ureter.  This  has  been  done  either  for  involuntary  injury 
to  the  ureter,  or  for  a voluntary  sacrifice  of  the  duct  when  it  passes 
through  a carcinomatous  mass  in  the  broad  ligament.  Kelly  notices 
in  some  of  the  latter  cases  that  the  ureter  is  dead,  and  that  when 
brought  out  to  the  surface  of  the  body  no  secretion  escapes  from  it. 
Anastomosis  into  the  bladder  Kelly  considers  best  when  the  lower 
end  of  the  ureter  has  been  destroyed,  is  blockaded,  or  inaccessible, 
whereas  anastomosis  of  the  ureter  into  itself  is  best  adapted  for 
joining  the  divided  ends  in  the  posterior  part  of  the  pelvis  between  the 
pelvic  brim  and  the  broad  ligament.  He  has  constructed  a special 
ureteral  guide,  and  he  thus  gives  his  method  of  making  the  anasto- 
mosis : ‘ A fine  silk  mattress-suture  is  passed  through  the  under 
surfaces  of  the  cut  ends  and  tied,  bringing  them  snugly  together.  A 


Fig.  004. — Ureteral  Guide  of  Howard  Kelly. 

Half  size,  tlie  handle  being  attached  at  an  angle,  and  flush  with  one  end.  The 
head,  or  guiding  part,  is  4 cm.  long,  cylindrical,  and  rounded  at  the  free 
end  like  the  end  of  a cartridge ; near  the  end  is  a groove  in  which  to  tie 
the  ureter  to  fix  it  during  the  anastomosis. 

longitudinal  slit  is  then  made  in  the  upper  part  of  the  ureter  2 cm. 
distant  from  the  end,  just  large  enough  to  admit  the  guide  easily. 
The  rounded  end  of  the  guide  is  then  pushed  through  the  slit  into  the 
ureter,  down  through  its  open  end  and  well  into  the  lower  end,  where 
it  is  loosely  tied  behind  the  swelling  at  the  head  to  hold  it  in  place 
during  the  passage  of  the  rest  of  the  sutures  (Fig.  604).  The  end-to- 
end  anastomosis  is  now  completed  by  passing  fine  silk  sutures,  either 
interrupted  or  mattress,  with  the  sides  very  close  together,  at 
intervals  from  1 to  14  mm.,  including  all  the  coats  except  the  mucosa. 
During  the  suturing  the  ureter  can  be  rotated  from  side  to  side  by 
removing  the  handle  of  the  guide.  At  the  completion  the  string 
tied  round  the  lower  end  of  the  guide  is  cut, and  the  guide  withdrawn.’ 
the  success  of  the  suturing  may  be  tested  by  the  injection  of  a little 
water  through  the  cup,  and  seeing  that  there  is  no  leakage  at  the 
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junction  where  the  ends  are  joined.  The  slit  which  has  been  made 
is  now  closed  by  silk  sutures. 

Uretero-cystotomy. — Wesley  Bovee,  in  a critical  survey  of  ure- 
teral implantations,  presented  a table  of  28  ureteral  cystoscopies 
for  injury  to  the  ureters  during  abdominal  operations,  and  42 
others  for  uretero-vaginal  and  other  fistulse  and  abnormalities. 
This  was  in  1900.  At  the  meeting  of  the  American  Gynaecological 
Society,  in  May,  1903,  he  had  collected  38  more  cases,  which,  with 
3 of  his  own,  made  a total  of  111  cases.  He  shows  that  Tauffer, 
in  1877,  had  performed  the  first  uretero-cystoscopyA  In  Bovee’s 
first  case,  the  left  ureter  was  ligated  and  cub  off  at  its  junction  with 
the  bladder  in  an  operation  for  carcinoma  of  the  cervix,  the  duct 
being  subsequently  grafted  into  the  bladder.  Two  inches  of  the 
ureter  had  been  removed.  Bovee  describes  the  operation  thus  : — 

‘ A small  opening  was  made  in  the  bladder  slightly  below  its  separation  from 
the  uterus  above,  and  the  ureter  grafted  into  it.  This  was  done  by  holding 
the  end  of  the  ureter  in  proper  place  by  means  of  a pair  of  forceps,  passed 
into  the  bladder  through  a second  opening  at  the  fundus.  The  suturing  was 
done  with  catgut,  no  sutures  entering  mucosa.  A second  layer  of  interrupted 
silk  sutures  drew  the  bladder  up  over  the  ureter  like  a cuff.  A small  opening 
into  the  ureter  an  inch  above  the  bladder  was  accidentally  made  during  the 
operation  and  closed  with  three  interrupted  No.  1 silk  sutures.  At  the  time 
it  was  not  decided  that  this  opening  penetrated  the  whole  of  the  ureteral  wall. 
The  rectum  and  bladder  were  sutured  together  above  the  new  uretero-cystic 
junction,  and  vaginal  gauze  and  bladder  drainage  established.  As  leakage  of 
urine  occurred  subsequently,  six  months  later  a second  operation  was  per- 
formed, and  after  separation  of  dense  adhesions  connecting  the  bladder  and 
intestines,  a transverse  opening,  14  inches  in  length,  was  made  in  the  top  of 
the  bladder  for  further  exploration.  The  small  opening  of  the  left  ureter  was 
now  found  from  the  inside  of  the  bladder,  but  was  considered  too  small  for 
practical  use.  A separate  opening  was  found  in  the  bladder  which  was  con- 
nected with  a fistula  passing  upward  to  a small  opening  in  the  ureter,  probably 
the  one  sutured  at  the  last  operation,  and  downward  to  the  vagina.  The  ureter 
was  severed  just  above  the  fistula,  and  reimplanted  into  the  bladder  by  means 
of  catgut  and  silk  interrupted  sutures.  The  surrounding  tissues  were  also 
carefully  sutured  to  the  bladder  wall  for  reinforcement.  The  transverse 
bladder  incision  was  now  closed  with  a continuous  catgut  suture.  The  fistula 
into  the  vagina  was  enlarged,  and  a strip  of  iodoform  gauze  passed  through  it 
for  purposes  of  drainage,  should  leakage  occur. 

c in  a second  case,  after  a long  and  tedious  operation  for  carcinoma  of  the 
cervix,  in  which  14  inches  of  ureter  was  sacrificed,  the  operation  failed,  and 
a second  operation  of  the  following  nature  was  done. 

‘ A new  opening  was  made  in  the  bladder,  the  ureter  separated  lor  a distance 
of  about  14  inches,  and  its  end  split  into  two  equal  flaps  .}  inch  in  length,  and 

* Deutsch.  Med.  Wchn 1877,  p.  438. 
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these  ends  brought  into  the  bladder  through  a second  opening.  Here  they 
were  sutured  at  points  about  three-quarters  of  an  inch  from  the  bladder 
opening,  the  catgut  sutures  passing  completely  through  the  ureter  and  bladder 
walls  and  being  tied  on  the  outside.  The  opening  in  the  bladder  about  the 
ureter  was  then  closed,  and  the  bladder  drawn  well  up  over  the  ureter  by 
a few  interrupted  sutures.  Previous  to  this  the  bladder  had  been  in  part 
loosened  from  its  lateral  attachments,  and  drawn  upward  and  backward  in 
the  pelvis.  The  other  bladder  opening  was  now  closed,  and  vaginal  gauze 
drainage  established.’ 

The  result  so  far  was  satisfactory.  The  third  case  was  one  in  which  a 
uretero-vaginal  fistula  followed  hysterectomy  for  fibro-myoma.  Transperi- 
toneal  uretero-cystotomy  was  performed  two  years  and  six  months  sub- 
sequently, under  very  difficult  surroundings. 

Bovee  raises  the  question  whether  this  operation  should  be  done 
a few  months  after  the  radical  operation  for  cancer.  Eight  to 
twelve  months  without  recurrence  should  elapse.  Sampson  goes 
so  far  as  to  propose  that  uretero-cystotomy  should  be  performed  on 
both  sides  as  a preliminary  step  in  radical  operation  for  cancer  of 
the  uterus.  The  indications  for  the  operation  are — uretero-vaginal 
fistula  arising  from  any  cause,  such  as  tuberculosis  of  the  lower 
portion  of  the  ureter,  the  erosions  from  ureteral  calculi,  traumatisms, 
syphilis,  etc. ; also  abnormal  ureteral  orifices. 

Bovee,  like  Feitel  and  Sampson,  attributes  certain  ureteral  lesions  to 
interference  with  the  blood  supply  of  the  lower  portion  of  the  ureter.  Should 
a lesion  be  in  the  lower  two  inches  of  the  duct,  resection,  with  bladder  graft- 
ing  ol  the  pioximal  poition,  is  beyond  all  doubt  the  best  operation.  Eesions 
abo\  e the  ilio-pectineal  line  that  are  not  amenable  to  drainage  or  suture, 
demand  uretero-ureteral  anastomosis  when  less  than  two  inches  of  the  duct 
has  to  be  sacrificed.  If  more  than  thi's  must  be  excised,  especially  if  the 
lesion  be  neai  the  iliac  bifurcation,  he  considers  that  implantation  into  the 
fellow  duct  would  probably  be  the  best  step  to  take.  Should  the  ureter  be 
injured  very  high  up  in  the  abdomen,  Bovee  suggests  the  plan  which  he  has 
carried  out  successfully  on  dogs,  of  loosening  and  depressing  the  kidney  so  as 
to  allow  union  of  the  ureteral  ends.  Bovee  does  not  approve  of  vaginal 
plastic  operations  as  substitutes  for  uretero-cystotomv. 

The  routes  by  which  the  operation  may  be  carried  out  are  extra-peritoneal 
in tra-periton eat,  trans-peritoneal,  sacral,  and  infra-pubic.  The  sacral  and 
infia-pubic  routes  for  practical  purposes  may  be  dismissed  from  consideration 
Veit  and  Witzel’s  plan  has  the  advantages  of  sufficient  working  space  and 
rapidity  m finding  the  ureter  and  of  making  the  implantation.  " If  there  be 
considerable  urinary  infection  the  extra-peritoneal  route  must  be  chosen  • 
otherwise  the  ureter,  if  the  infection  be  only  slight,  may  be  temporarily 
ligatured  at  a point  above  the  proposed  vesical  junction.  The  field  of  opera- 
tion on  the  ureter  and  bladder  should  be  kept  well  outside  the  peritoneum 
By  foldinS  the  peritoneum  over  the  ureter,  a support  and  sufficient  blood 
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supply  are  secured,  and  extra-peritoneal  drainage  is  permitted.  Of  course 
such  a typical  technique  cannot  be  carried  out  after  extensive  pelvic  opera- 
tions reaching  antro-posteriorly  as  well  as  latterly.  The  implantation  should 
be  made  as  oblique  as  possible ; and  the  point  in  the  bladder  wall  most 
favourable  is  that  in  its  side,  fairly  well  up.  The  slit  should  be  about  three- 
quarters  of  an  inch  in  length,  and  the  ureter  sutured  into  it  the  whole  length. 
The  end  of  the  duct  should  be  slit  half  an  inch  on  two  opposite  sides,  and 
each  flap  sutured  to  the  inner  side  of  the  bladder  wall  beyond  the  farther  end 
of  the  bladder  slit.  The  absorbable  sutures  are  passed  through  the  bladder 
wall  and  the  flap.  It  is  unnecessary  to  denude  the  bladder  of  mucosa,  or  to 
leave  the  ureteral  mucosa  out  of  the  bite  of  the  suture,  which  latter  will  sink 
into  the  mucosa  sufficiently  to  prevent  incrustation  forming  upon  it.  The 
flaps  are  secured  by  sutures  tied  on  the  outside  of  the  bladder,  and  the  ureter 
is  sutured  in  the  bladder  slit  by  fine  catgut  or  kangaroo  tendon  sutures,  placed 
closely  together,  but  not  penetrating  the  ureteral  mucosa.  Finally,  a row  of 
sutures,  interrupted  or  continuous,  is  carried  into  the  bladder  so  as  to  bring  a 
fold  over  the  whole  of  the  incision.  The  technique  is  rendered  easier  by  a 
free  incision  in  the  top  of  the  bladder  to  be  closed  subsequently  to  its  com- 
pletion. Bovee  recognizes  the  work  done  in  the  different  operative  procedures 
by  Colzi,  Mackenrodt,  Baunnn,  Fritsch,  Kelly,  Krause,  Kayser,  Calderini,  and 
especially  that  of  Van  Hook. 

Complete  Nephro-ureterectomy  in  Tuberculosis  of  the  Kidney.— 

Wesley  Bovee,  who  credits  Howard  Kelly  with  being  the  first  to 
perform  the  operation  of  nephro-ureterectomy,*  in  cases  of  tuber- 
cular disease  of  the  kidney  advocates  complete  nephro-ureterectomy. 
In  82  per  cent,  of  cases  the  operation  is  done  for  tubercular  disease. 
‘ Under  no  consideration/  he  says,  £ will  this  operation  be  justified 
until  the  condition  of  the  opposite  kidney  be  learned,  except  when 
the  function  of  the  kidney  involved  is  beyond  doubt  permanently 
suspended.’  This  conclusion  can  only  be  arrived  at  by  careful 
comparative  analysis  of  the  secretion  of  both  kidneys. 

Independently  of  tuberculosis,  the  conditions  calling  for  complete 
nephro-ureterectomy  are — malignant  disease  of  the  ureter,  severe 
traumatic  injury  throughout  most  of  the  course  of  the  duct,  and 
multiple  marked  ureteral  stricture  from  ureteritis.  Regarding  which 
method  should  be  followed,  Bovee  gives  preference  to  the  operation 
being  begun  by  the  vaginal  route,  the  extra-peritoneal  loin  route 
for  extirpation  of  the  kidney  and  upper  portion  of  the  ureter  follow- 
ing. He  prefers  the  method  of  Montgomery,  by  means  of  which 
the  ureter  is  first  freed  and  ligated  per  vaginam  from  the  broad 

ligament,  t 

* Amer.  Gyn April,  190.1. 

f This  communication  of  Bovee’s  should  be  read  in  its  entirety. 
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AFFECTIONS  OF  THE  KIDNEY. 

The  Kidney  in  its  Relation  to  Gynaecology. 

The  tendency  to  fall  into  error  by  overlooking  a renal  fluid  accu- 
mulation or  solid  growth  when  making  an  abdominal  examination, 
has  to  be  borne  in  mind.  There  are  many  practical  points,  of  the 
greatest  importance,  bearing  on  the  special  relation  of  renal  disease 
to  affections  of  the  pelvic  organs  in  women.  This  remark  applies 
more  particularly  to  displacements,  enlargements  due  to  neoplastic- 
formations,  cystic  growths,  distension  with  water  or  pus,  or  malignant 
disease. 

With  the  view  of  emphasizing  the  need  for  a recognition  of  the 
care  required  in  differentiating  certain  affections  of  the  kidney 
from  disorders  of  the  pelvic  viscera,  I include  a short  chapter  on 
affections  of  the  kidney  in  this  work. 

Our  knowledge  of  the  pathology,  symptomatology,  and  treatment  of  the 
urinary  organs  has  been  of  late  years  considerably  advanced  through  the 
original  work  of  such  men  as  Howard  Kelly,  Edebohls,  Christian  Fenger,  and 
Bovee  in  America,  while  at  home  the  writings  of  Henry  Morris,  Mayo  Robson, 

Greig  Smith,  Knowsley  Thornton,  and  Jacobson  have  done  much  in  the  same 
direction. 

The  Bulletins  of  Johns  Hopkins  Hospital,  and  the  Annals  of  Surgery,  con- 
tain accurate  and  full  information  with  regard  to  the  operative  procedures  of 
our  American  confreres. 

Differentiation  and  Diagnosis  of  Renal  Enlargements. 

Those  forms  of  renal  enlargement  which  we  are  most  likely  to 
confound  with  affections  of  the  pelvic  viscera  in  women,  are  not 
so  much  those  which  have  associated  with  them  marked  renal 
symptoms,  or  acute  inflammatory  conditions  and  their  consequences, 
as  the  enlargements  or  secondary  outgrowths  from  the  organ  which 
may  be  present  without  causing  pain  or  any  distinct  renal  symptom. 
Such  are  simple  cysts  or  hydatid  cysts,  hydro-nephrosis,  mobile  and 
movable  kidney,  and  such  tumours  as  the  fibromata  and  lipomata. 

3 p 
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Still,  such  conditions  as  pyo-nephrosis  and  peri-nephric  abscess  have 
been  not  infrequently  confounded  with  ovarian  cystoma.  Errors 
are  still  more  likely  to  be  fallen  into  if  there  be  associated  with 
the  kidney  affection  any  disease  of  the  appendix  or  the  uterine 
adnexa,  more  particularly  should  this  latter  involve  the  ureter. 
Those  cases  are  very  difficult  to  differentiate  in  which  there  is 
evidence  by  urinary  analysis  or  local  symptoms  of  kidney  implica- 
tion, at  the  same  time  that  enlargement  of  the  adnexa  of  the  corre- 
sponding side  is  detected,  and  in  some  of  these  cases  nothing  save 
exploratory  incision  of  the  kidney  will  settle  the  doubt  as  to  the 
presence  of  pus  or  calculus.  In  cases  in  which  palpation  of  the 
kidney  does  not  lead  to  the  discovery  of  a cavity  or  calculus,  no 
exploration  of  the  kidney  is  satisfactory  in  which  punctures  with 
the  exploratory  needle  are  not  made. 

Landmarks  of  the  Renal  Region. 

In  examination  of  the  kidney  by  palpation,  we  have  to  remember  the 
different  relations  of  the  right  and  left  viscus.  We  may  accept  as  sufficiently 
accurate  for  defining  the  position  of  the  kidney,  the  lower  border  of  the 
eleventh  rib,  and  the  middle  of  the  third  lumbar  spine,  the  situation  of  the 
liilum  being  marked  by  the  level  of  the  first  lumbar  vertebra.  While  the  right 
kidney  is  in  close  relation  to  the  under  surface  of  the  liver  above,  and  has  the 
duodenum  and  hepatic  flexure  of  the  colon  lying  in  front  of  it  (the  duodenum 
almost  invariably  resting  upon  its  anterior  surface),  the  superior  border  of  the 
left  organ  touches  the  fundus  of  the  stomach,  and  for  its  upper  two-thirds  its 
outer  border  is  in  relation  with  the  spleen.  Anteriorly,  and  along  the  inner 
border  of  the  left  organ,  is  the  pancreas,  the  descending  colon  lying  over  its 
anterior  surface  below.  Such  connections  show  how  difficult  it  is  always  to 
isolate  the  kidney  when  there  are  morbid  conditions,  displacements,  or  enlarge- 
ments of  the  surrounding  viscera,  and  its  comparative  immobility,  as  pointed 
out  by  Cunningham  and  Kendal  Franks,  while  due  partly  to  its  shape,  is  also 
dependent  upon  the  indirect  pressure  exercised  on  its  surface  by  these  viscera. 
The  mobility  of  the  kidney  is  influenced  by  the  amount  of  fatty  tissue  by  which 
it  is  enveloped.  The  posterior  surface  of  the  kidney  exhibits  three  well- 
marked  areas,  which  correspond  respectively  to  the  psoas  internally,  to  the 
quadratus  lumborum  externally,  and  to  the  diaphragm  above. 

I have  thus  briefly  recalled  the  positions  and  surroundings  of  the  kidneys,  in 
order  that  the  reader  may  bear  these  well  in  mind  in  making  a manual 
examination  of  the  organ.  It  must,  however,  be  remembered  that  in  a large 
proportion  of  cases  the  kidney  cannot  be  felt  below  the  margin  of  the  ribs. 
Noble  states  that  in  three-fourths  of  the  cases  examined  by  him  the  kidney 
could  not  be  palpated.  This,  however,  may,  as  he  says,  depend  upon  the 
difficulty  of  detection  of  the  lower  margin  of  the  kidney  in  a clinical 
examination.  Another  practical  point  to  remember  is  that  the  kidney  moves 
slightly  in  inspiration,  descending  with  the  descent  of  the  diaphragm. 
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A.  B. 

Fig.  605.*— A,  Horse-shoe  Kidney.  (Author.) 

The  ureters  are  dissected  up,  showing  the  branching  of  the  ducts  before  uniting 
to  form  the  ureters.  They  are  seen  emerging  separately  from  ihe  anterior 
surface  of  the  kidney. 

B,  Posterior  Surface  of  Kidney,  detached  from  the  Vascular  Connec- 
tions, showing  the  Grooves  for  the  Aorta  and  Vena  Cava  and  a 
Cystic  Cavity. 

a,  aorta  and  vena  cava  ; b,  renal  arteries  and  vein  ; c,  d,  ureters  ; /,  cyst ; cj,  e,  renal 
arteries  divided;  h,  small  vein.  The  aorta  and  vena  cava  curved  suddenly 
to  the  right,  consequently  altering  the  course  and  direction  of  the  iliac  vessels. 


The  possibility  of  a horse-shoe  kidney  being  present  has  to  be  remembered. 
Such  a kidney  (Fig.  605)  I removed  when  Demonstrator  in  the  anatomical 

room  of  Queen’s  College,  Cork.  There 
was  also  abnormal  position  of  the 
great  vascular  tranks. 


Examination  of  the  Kidney  by  Palpation. 

The  kidney  may  be  palpated  with  the  patient  in  three  different 
positions — in  the  dorsal  'position , with  the  head  and  trunk  well 
raised ; in  the  prone , bending  forwards  over  the  end  of  a couch  ; or 
standing.  In  cases  of  doubt  and  difficulty  it  is  well  to  examine  in 
all  three  positions.  If  in  the  dorsal  position,  one  hand  is  carried 
under  the  renal  region,  and  the  other  is  placed  over  it  in  front  on 
the  abdomen.  By  deep  pressure  and  movement  of  the  lingers,  laid 

* Dub.  Quar.  Jour.  vol.  xlii.  p.  541.  Such  a form  of  kidney  was  first  described 
by  Rokitansky.  In  that  illustrated  in  the  text  there  was  absolute  fusion  of  the 
two  organs  into  one,  nor  was  any  anatomical  demarcation  indicative  of  original 
cleavage  present. 
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Mat  on  the  abdominal  wall,  an  enlargement  or  tenderness  may  be 
detected.  This  is  further  facilitated  by  making  the  patient  turn  a 
little  towards  either  side.  While  she  is  lying  on  her  back,  it  is 
advisable  to  carry  a hand  behind  each  kidney,  and,  by  simultaneous 
and  alternate  pressure,  relatively  to  gauge  any  difference  in  size 
which  may  exist. 

In  the  second  position,  the  patient  leans  forward  over  the  end  of 
a fairly  high  couch,  the  waist  being  supported  by  a firm  pillow. 
The  renal  region  of  both  sides  is  bimanually  palpated.  In  the  third 
position,  the  patient,  who  is  standing,  leans  slightly  forward,  with 
the  hands  resting  on  a table,  and  the  lumbar  regions  are  then 
examined  as  in  the  other  methods.  The  principal  swellings  at  the 
right  side,  which  have  to  be  borne  in  mind  as  likely  to  be  mistaken 
for  enlargements  of  the  kidney,  are — a duodenal  tumour,  a distended 
gall-bladder,  an  omental  tumour,  disease  in  the  hepatic  flexure  of 
the  colon,  impacted  fteces,  and  a pyloric  growth ; at  the  left  side, 
splenic  enlargement,  an  omental  tumour,  or  disease  of  the  descend- 
ing colon.  I have  already  instanced  two  cases  of  hepatoptosis 
which  were  mistaken  for  enclosed  and  movable  kidney  (p.  44). 


Causes  of  Renal  Enlargement." 


It  is  well  in  the  first  place  to  enumerate  the  principal  sources  of  pelvic 
enlargement. 


Fluid  Enlargements— 

Hydro-nephrosis. 

Pyo-nephrosis. 

Penal  abscess. 

Peri-nephric  abscess. 

Suppurative  nephritis  ( , . . 

1 l Pyelo-nephntis. 

Tubercular  kidney. 

Simple  cysts. 

Hydatid  cysts. 

Any  of  these  conditions  may  be  complicated  with  calculus  in  the  kidney  or 
ureter,  or  obstruction  in  the  latter. 


Simple  Neoplasms — 


Fibromata 

Lipomata 


Inflammatory ; 
Simple  ; 

Cystic ; 
Muscular ; 

„ Fatty. 


* See  Knowsloy  Thornton’s  ‘ Harveian  Lectures,’  188U. 
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Hsematangiomata. 

Osteomata. 

Adenomata 


( Papillary ; 
l Glandular. 


Malignant  Neoplasms  — 

Sarcomata  (various  kinds). 
Lymph  adenomata. 
Carcinomata  (various  kinds). 


Hydro-Nephrosis  (congenital  or  acquired) — 

Is  a distension  of  the  kidney  with  fluid  caused  by  obstruction  to  the 
flow  of  urine.  (Liable  to  be  confounded  with  ovarian  cystoma.) 

Pyo-Nephrosis — 

Hydro-nephrosis,  accompanied  by  suppuration.  (Very  liable  to  follow 
calculus  or  traumatic  puncture  of  the  hydro-nephritic  cyst ; may 
cause  cystitis.) 

Penal  Abscess — 

Generally  the  result  of  injury,  calculus,  or  foreign  body  ; or  it  may 
follow  the  administration  of  such  drugs  as  cantharides  or  turpentine. 

Peri-Nephric  Abscess — 

Abscess  in  the  cellular  bed  outside  the  kidney.  ( a ) Primary  and 
independent  of  the  kidney ; (b)  secondary  to  suppurative  nephritis, 
renal  abscess,  or  pyo-nephrosis ; (c)  secondary  to  renal  fistula  and 
urinary  extravasation  and  calculus. 

Suppurative  Nephritis — 

Suppurative  inflammation  of  the  kidney,  either  of  its  pelvis  (pyelitis) 
or  of  the  entire  organ  (pyelo- nephritis).  It  is  usually  a secondary 
and  acute  inflammation,  attacking  both  kidneys,  and  rapidly  fatal. 

Tubercular  Kidney — 

Tubercular  degeneration  of  the  kidney — generally  both  organs— end- 
ing frequently  in  abscesses  (pyelitis  or  nephritis).  The  ureter  and 
bladder  are  often  involved. 

Simple  Cysts — 

Spring  from  the  cortex ; contents  vary  in  character  ; serous,  albumin- 
ous, or  of  a colloid  nature  ; do  not  contain  urine. 

Hydatid  Cysts — 

Generally  originate  in  the  renal  tissue  ; occasionally  from  the  sub- 
capsular  cellular  tissue.  May  assume  large  size,  and  be  mistaken 
for  ovarian  cystoma. 

Fibroma — 

A renal  fibroma  may  assume  an  enormous  size.  Bilroth  removed  one 
weighing  40  lbs.,  and  Spencer  Wells  two  fibro-lipomata  weighing 
I65  lbs.  and  144  lbs.  respectively.  They  may  degenerate  into 
fibro-cystomata  or  fibro-lipomata. 

Lipoma — 

Originates  in  the  adipose  areolar  tissue,  and  forces  its  way  into  the 
hilum  of  the  kidney. 

Haematangioma  and  Osteoma — 

Very  rare. 
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Adenoma — 

(i a ) Papillary — more  common  as  originating  in  tire  tubules  and 
Malpighian  capsules ; (6)  Glandular — more  frequent  in  the  cortex. 
(Knowsley  Thornton  described  a kidney  which  was  affected  with 
calculus  and  papilloma  of  the  pelvic  end  of  the  ureters,  causing 
hydro-nephrosis.) 

Sarcoma — 

In  accounting  for  the  recurrence  (after  removal)  and  malignancy  of 
sarcoma  of  the  kidney  in  children,  and  its  non-malignancy  in  the 
adult,  Thornton  savs — 

1 The  difference  is  to  be  sought  in  the  varieties  of  sarcoma  most 
common  in  early  life,  and  in  the  adult;  and,  secondly,  in  the  portion 
of  the  organ  first  invaded  by  the  disease.’  In  children  he  notices 
the  prevalence  of  the  cell  element  approaching  the  embryonic  type  ; 
the  intercellular  substance  is  soft  and  full  of  fluid.  In  the  adult 
there  is  less  of  the  cellular  and  much  more  abundant  intercellular 
tissue,  which  is  dense  and  hard,  and  of  slower  growth,  the  capsule 
alone  being  commonly  attacked,  while  in  children  the  entire  renal 
substance  is  infiltrated. 

Lymphadenoma — 

Is  accompanied  by  evidence  of  the  disease  elsewhere. 

Carcinoma — - 

Encephaloid  is  the  form  most  frequently  met  with  ; next,  scirrhus ; 
and,  lastly,  colloid. 

Cysts  of  the  Kidney. 

Goelet  divides  cysts  of  the  kidney  into  serous,  hydatid,  paranephric,  and 
polycystic.  Serous  cysts  are  found  frequently  in  women.  They  originate  in 
the  cortex,  often  assume  a large  size,  and  occasionally  communicate  with  one 
of  the  calyces.*  It  is  important  to  remember  the  size  to  which  these  cysts 
may  grow,  as  the}7  have  not  infrequently  been  confounded  with  ovarian  cysts. 
Their  contents  may  have  no  trace  of  urinary  ingredients,  and  are  usually 
clear  or  straw  coloured,  though  there  may  be  an  extravasation  of  blood 
within  the  cyst.  The  function  of  the  affected  kidney  may  not  be  disturbed. 
Their  growth  is  slow.  The  treatment  resolves  itself  into  removal,  incision, 
and  drainage,  or  nephrectomy  may  have  to  be  performed.  The  condition 
of  the  other  kidney  must  be  first  ascertained.  . 

Diagnosis  and  Treatment  of  Hydatid  Cysts. — Hydatid  cysts  of  the  kidney 
may  give  rise  to  but  little  trouble.  As  in  the  case  of  the  liver,  the  echinococ- 
cus may  find  its  way  into  the  stomach  and  intestines  through  the  food. 

In  the  case  of  a large  hydatid  cyst  of  the  liver,  which  I have  just  success- 
fully operated  upon,  the  cyst  held  six  pints  of  hydatid  fluid,  which  was 
full  of  hooklets,  there  being  but  one  large  daughter  cyst,  which  I managed  to 
extract  entire  through  the  incision.  There  was  little  doubt  that  the  mode  of 
conveyance  was  through  the  patient’s  constant  habit  of  fondling  a pug  dog. 
In  this  case  there  were  absolutely  no  symptoms  up  to  a few  weeks  prior  to 


* Ann.  Gyn.  and  Fed.,  Sept.,  1903. 
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the  time  of  operation,  when  the  upper  pressure  on  the  lungs  caused  great 
pain,  ultimately  becoming  agonizing.  The  patient  was  thought  in  the  first 
instance  to  be  suffering  from  neuralgia  and  muscular  rheumatism.  rlhe  cyst 
was  discovered  through  an  exploratory  incision.  The  patient  has  now  quite 
recovered  from  the  operation,  but  there  is  still  a very  contracted  sinus,  which 
will,  I trust,  close  in  time. 

Hydatid  cysts  of  the  kidney  may  rupture  into  its  pelvis,  or  into  the  lung  or 
intestine.  The  contents  of  the  cyst  may  find  their  way  into  the  urine, 
obstruct  the  ureter,  and  cause  cystitis.  Though  the  cyst  may  disappear  after 
rupture,  this  is  not  a likely  termination,  and  if  there  be  no  interference  a 
fatal  result  must  follow  from  the  rupture  and  suppuration.  When  discovered, 
the  cyst  must  be  exposed  and  removed  if  possible,  the  healthy  portion  of 
kidney  being  preserved,  and  the  cavity  closed  with  fine  cumol  gut  sutures. 
If  the  cyst  be  not  removable,  the  best  course  to  pursue  is  to  incise  and  empty 
it,  and  attach  its  margins  to  those  of  the  lumbar  incision.  A drainage  tube  is 
inserted,  and  the  cavity  is  aspirated  daily  with  a weak  iodine  or  formalin 
solution  until  it  contracts  sufficiently  to  omit  drainage  and  permit  closure  of 
the  contracted  canal.  Under  any  circumstances,  should  there  be  a suspicion 
of  a hydatid  in  the  kidney,  and  serious  symptoms  due  to  rupture  and  suppura- 
tion or  obstruction  of  the  ureter  be  present,  immediate  interference  is  demanded, 
and  an  incision  into  the  C}^st  should  be  made. 

Hydatid  Cyst  of  the  Uterus  treated  by  Incision  and  Marsupialization. — 
Barette  * operated  on  a patient,  aged  21,  for  an  abdominal  tumour,  which 
reached  above  the  umbilicus,  and  was  rapidly  growing  and  causing  pyrexia. 
After  opening  the  abdomen  and  incising  the  reddish  smooth  wall  of  the 
tumour,  which  resembled  uterine  tissue,  about  three  and  a half  litres  of 
yellowish  fluid  escaped,  containing  ovoid  flask-shaped  masses  resembling  half 
collapsed  grapes.  As  the  wall  of  the  cyst  could  not  be  dissected  out  on 
account  of  its  intimate  connection  with  the  uterine  tissue,  its  edges  were 
carefully  sutured  to  those  of  the  abdominal  incision,  the  cavity  was  cleansed 
and  plugged,  and  four  drains  were  inserted. 

The  result  was  extremely  good.  The  pouch  grew  gradually  smaller,  and 
the  lining  membrane  became  detached  in  small  pieces.  The  drains  were 
removed  at  the  end  of  eighteen  days,  and  the  cicatrization  of  the  wound  was 
complete  in  two  months.  Further  examination  of  the  fluid  which  escaped 
showed  that  it  was  manifestly  a hydatid  cyst.f 

I have  thus  summarized  the  different  enlargements  of  the  kidney 
in  order  to  impress  on  the  reader  the  necessity  for  being  on  his  guard 
in  arriving  at  a diagnosis  in  some  cases  of  obscure  abdominal  tumour, 
and  still  more  so  in  cases  in  which  the  nature  of  the  disease  seems  at 
first  sight  obvious.  Remembering  that  hepatic  and  renal  tumours 
may  both  complicate  and  simulate  ovarian-uterine  tumours,  he  must 
not  forget  so  to  investigate  all  suspicious  cases  as  to  eliminate  those 
sources  of  error  that  might  perhaps  lead  up  to  a useless  or  fatal 
laparotomy.  In  the  instance  of  the  liver,  the  evidences  of  hepatic 

* Sem.  Med.,  July  11,  1900. 


t Jellett,  Brit.  Gyn.  Jour.,  Nov.,  1900. 
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disease  ( vide  chapter  on  ‘ Ovarian  Tumours  ’)  are  to  be  sought  for  in 
the  area,  site,  and  connections  of  the  tumour  ; icterus  ; emaciation  : 
sickness ; constipation  ; and  ascites.  In  the  case  of  the  kidney,  we 
must,  in  addition  to  the  local  and  constitutional  Evidences  of  renal 
disorder,  most  carefully  examine  the  urine  for  the  presence  of 
albumen,  pus,  mucus,  or  debris  of  renal  tubes  and  epithelium. 

Diagnosis  of  Tumours  of  the  Liver  and  Hepatoptosis  from  Renal 

Tumours  or  Movable  Kidney. 

The  examination  of  the  urine  drawn  direct  from  the  kidney  by 
renal  catheterization,  when  this  can  be  effected,*  is  the  most 
certain  method  of  diagnosis  in  differentiating  kidney  from  bladder 
and  disease  of  one  kidney  from  the  other. 

I have  already  referred  (p.  45)  to  a case  of  obscure  abdominal  tumour 
complicating  a uterine  affection,  in  which  nephrectomy  of  a movable  kidney 
was  performed  for  carcinoma ; and  to  two  other  cases  (p.  44)  in  which 
hepatoptosis  was  mistaken  for  an  enlarged  and  movable  kidney.  In  a case 
diagnosed  as  ovarian  tumour,  the  doubt  as  to  diagnosis  was  solved  by 
aspiration  of  an  enormous  quantity  of  purulent  fluid,  the  result  evidently  of  a 
pyo-nephritic  abscess.  The  great  size  to  which  renal  tumours  may  grow 
explains  the  occasional  inexcusable  error  of  mistaking  such  growths  for 
ovarian  or  uterine  ones,  and  it  must  not  Jbe  forgotten  that  renal  and  pelvic 
neoplasms  may  co-exist  in  the  same  patient. 

In  dealing  with  the  conditions  most  nearly  touching  the  province  of  the 
gynecologist,  Knowsley  Thornton  makes  these  very  pertinent  remarks 
regarding  hydro-nephrosis  and  renal  tumours  : — 


Hydro-Nephrosis : Differentiation  from  Ovarian  Cystoma  and 

other  Cysts. 

‘ This  is  not  always  easy  ; retro-peritoneal,  omental,  and  mesenteric  cysts 
are  especially  difficult  to  differentiate  from  hydro-nephrosis,  and  it  has  been 
a common  error  to  mistake  an  ovarian  cyst  for  hydro-nephrosis,  or  vice  versa. 
It  is  also  in  some  cases  difficult  to  distinguish  between  hydro-  and  pyo- 
nephrosis. The  position  of  the  colon,  curving  across  the  tumour,  is  one  of 
the  best  diagnostic  points  in  renal  tumours,  giving  a clear  note  on  percussion 
over  their  inner  border.  Sometimes  this  is  lost  through  the  intestine  being 
contracted  and  empty,  but  even  then  it  can  often  be  defined  as  a raised  cord, 
which  varies  in  shape  under  pressure.  In  very  large  tumours  the  bowel 
sometimes  gets  behind,  and  this  sign  is  altogether  lost.  I have  seen  some 
retro-peritoneal  cysts  which  it  was  quite  impossible  to  distinguish  from 
hydro-nephrosis  till  the  abdomen  was  opened,  and  in  one  case  I did  not  dis- 
cover what  the  tumour  was  till  I had  enucleated  a considerable  portion  of 


See  chapter  on  the  Ureters. 
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it,  so  exactly  did  it  simulate  a distended  adherent  kidney.  There  should, 
however,  be  no  difficulty  in  differentiating  a hydro-nephrosis  from  an  ovarian 
cyst,  and  yet  they  are  frequently  mistaken  for  one  another.  In  the  former 
there  is  the  position  of  the  colon,  the  dulness  going  far  back  into  the  loin 
and  under  the  ribs,  and  nearly  always  a clear  line  between  the  lower  edge  of 
the  tumour  and  the  iliac  crest.  In  the  ovarian  cyst  the  dulness  and  fluctua- 
tion rarely  go  so  high  and  so  far  back,  and  though  its  upper  margin  is  often 
overlaid  by  clear  intestine,  there  is  not  the  same  fixed  curve  of  clear  note, 
and  the  dulness  extends  down  to  the  iliac  crest  and  pubes.  The  ovarian 
cyst  has  usually  more  lateral  mobility  than  the  renal  cyst.  The  pelvic 
examination  alone  will  usually  distinguish  the  one  disease  from  the  other. 
The  hydro-nephrosis  rarely  becomes  pelvic ; the  ovarian  tumour  is  nearly 
always  more  or  less  so.  If  the  lower  part  of  the  h}ffiro-nephrosis  should 
enter  the  pelvis,  its  close  connection  with  the  bladder  can  be  traced,  while 
pressing  up  its  abdominal  portion  does  not  affect  the  uterus,  the  exact  reverse 
being  the  case  for  the  ovarian  cyst.  Careful  aseptic  puncture  far  back  in  the 
loin,  and  examination  of  the  fluid  removed,  are,  however,  in  many  cases,  the 
only  certain  means  of  diagnosis.’ 


Angioma  of  the  Liver  simulating  Movable  Kidney. 

A young  married  woman,  aged  28,  was  sent  to  me  suffering  from  retroversion 
of  the  uterus  and  an  abdominal  tumour  occupying  the  right  hypochondrium 
and  lumbar  region.  The  tumour  was  freely  movable,  and  could  be  apparently 
isolated  from  the  liver.  Under  anaesthesia,  it  was  most  difficult  to  say  whether 
it  was  a tumour  of  the  liver  or  an  enlarged  and  mobile  right  kidney.  Determin- 
ing, however,  that  it  was  a tumour  of  the  liver,  I opened  the  abdomen  with  a 
Langenbuch’s  incision,  coming  down  on  a large  bossy  tumour  about  the  size  of 
a small  cocoanut,  growing  from  the  undersurface  of  the  right  lobe,  the  margin 
of  which  projected  over  part  of  it,  and  pushing  the  gall  bladder  towards  the 
left.  By  passing,  with  Deschamp’s  needles,  strong  ligatures  through  its  base 
so  as  to  isolate  it,  and  then  ligaturing  the  tumour  in  sections  as  it  was  divided, 
finally  clamping  the  pedicle  until  it  was  completely  secured,  I removed  it 
with  comparatively  little  loss  of  blood,  packing  the  pedicle  above  and  below 
with  iodoform  gauze.  The  patient  had  suffered  a good  deal  from  the  time 
the  tumour  was  first  discovered  eighteen  months  previously,  and  was  conse- 
quently in  a very  low  state  of  health.  She  suffered  considerably  from  shock, 
and  though  she  rallied  a few  times  from  the  collapse,  she  never  quite  recovered' 
and,  notwithstanding  repeated  use  of  artificial  serum,  strychnine  subcutane- 
ously, and  stimulating  enemata,  she  survived  only  twenty-two  hours  from  the 
completion  of  the  operation. 

Report  by  J.  H.  Targett : — • 

The  specimen  consists  of  a lobulated  tumour,  somewhat  cubical  in  shape, 
and  measures  3^  ins.  x 3 ins.  x 2^  ins.  It  is  situated  in  the  free  margin  of 
the  livei  immediately  to  the  right  of  the  gall-bladder,  and  projects  more  on 
the  deep  than  the  convex  surface  of  the  liver.  Superiorly  the  specimen 
shows  some  deep  fissures  from  lateral  pressure,  and  the  yellow  hepatic  sub- 
stance is  mottled  with  extensive  areas  of  dark  brown  growth.  Inferiorlv  the 
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tumour  has  a coarsely  nodular  outline,  and  the  surface  is  similarly  mottled 
with  yellow  and  dark  brown  patches.  On  section  the  tumour  has  a spongy 
structure  ; its  outline  is  distinct  in  consequence  of  its  colour,  and  areas  of  un- 
absorbed hepatic  tissue  are  visible  at  the  periphery  of  the  neoplasm.  Histo- 
logically the  growth  is  an  angioma  of  the  liver,  and  there  is  no  evidence  of 
malignant  disease  in  it.  Its  structure  consists  of  irregular  spaces  lined  with 
endothelium,  and  separated  by  strands  of  soft  nucleated  fibrous  tissue,  in 
which  no  traces  of  unstriped  muscle  can  be  found.  Some  of  the  larger  spaces 
contain  thrombi  in  process  of  organization.  The  older  parts  of  the  fibrous 
stroma  are  becoming  hyaline  and  denucleated,  while  in  the  advancing  margin 
the  capillary  vessels  are  very  numerous,  and  the  stroma  is  scanty.’ 

Cholecystotomy  for  Empyema  of  the  Gall-bladder  after  Typhoid 
Fever,  complicating  Movable  Kidney. 

Some  time  since  I performed  cholecystotomy  under  the  following  circum- 
stances : A lady  had  been  attacked  with  typhoid  fever  in  India,  and 
recovered  under  the  care  of  Professor  Havelock  Charles,  after  violent 
haemorrhage  and  undoubted  perforation  of  the  bowel.  She  suffered  from 
periodical  attacks  of  most  violent  abdominal  pain,  principally  at  the  right 
side.  Various  opinions  were  given  as  to  its  source,  some  considering  the 
attacks  to  be  due  to  peritoneal  stretching  from  adhesions,  others  to  localized 
peritonitis,  while  others  thought  that  there  was  evidence  of  gall-stones. 
Unfortunately  for  the  patient,  her  symptoms  were  also  attributed  to  neuras- 
thenia and  neurosis.  Every  form  of  sedative  failed  to  relieve  her,  she  could 
neither  eat  nor  sleep,  and  became  greatly  emaciated.  When  I first  saw  her 
she  had  practically  taken  nothing  but  water  for  several  days.  An  expe- 
rienced anaesthetist  administered  chloroform  for  purposes  of  diagnosis,  and 
she  had  a narrow  escape  from  its  effects.  I found  no  evidence  of  any  disease 
in  her  pelvic  organs;  there  was  a loose  kidney,  somewhat  enlarged,  and  I 
could  detect  some  resistance  with  hardness  in  the  region  of  the  gall-bladder. 
Before  any  operative  measures  were  carried  out,  inasmuch  as  these  would  at 
that  time  certainly  have  proved  fatal,  I advised  that  she  should  have  a period 
of  prolonged  rest.  At  the  end  of  six  weeks,  under  a Weir-Mitcliell  course  of 
treatment,  she  had  put  on  flesh,  the  kidney  was  much  less  movable,  and  the 
attacks  of  pain  had  nearly  disappeared.  They  recurred  suddenly  with  great 
violence,  accompanied  by  sickness,  and  were  exactly  of  the  same  nature  as 
those  from  which  she  had  suffered  before  I saw  her.  I again  anaesthetized 
her,  and  as  it  was  evident  that  the  symptoms  could  not  be  due  to  the  kidney 
alone,  I resolved  to  explore  the  abdomen  by  a Langenbuch’s  incision,  dealing 
with  the  kidney  if  necessary,  and  at  the  same  time  examining  the  gall- 
bladder. I found  the  latter  surrounded  by  adhesions,  greatly  thickened,  con- 
taining pus,  and  with  a widely  dilated  duct;  in  short,  a typical  case  of 
empyema.  The  duct  was  carefully  explored  through  the  bowel,  the  gall- 
bladder thoroughly  cleansed  and  wiped  out  with  a 1 in  1000  of  formalin,  the 
walls  attached  to  the  peritoneum,  and  both  to  the  parietes,  an  iodoform  gauze 
drain  being  used.  The  patient  made  a perfect  recovery  from  the  operation, 
but  there  remained  a small  fistulous  canal  through  which  mucus  escaped.  As 
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Angioma  of  the  Liver  growing  from  the  Under  Surface  of  the  Right  Lor.E. 

Simulating  a movable  kidney  (see  also  pp.  44,  45).  Removed  by  Author.  (Nat.  size.) 

( Vide  p.  9 .jo.) 
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A,  normal  liver  cells  ; B,  vascular  spaces  ; C.  a portion  shown  in  Fig.  B. 


Fig.  B.  x 300. 

Showing  the  vascular  space,  with  the  endothelium  and  blood  discs  (portion 

of  C in  Fig.  A). 

Sections  op  Angioma  op  the  Liver. 
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she  was  compelled  to  leave  England  before  she  was  fit  for  a second  opeia- 
tion,  I consented  to  her  doing  so.  The  fistulous  opening  has  since  been 
successfully  closed,  a small  concretion  being  found  at  the  bottom  of  a fistulous 
track. 


Renal  Tumours — Diagnosis. 

‘ The  tumours  most  likely  to  be  mistaken  for  renal  tumours  are  : (1)  Re- 
tro-peritoneal cysts  ; often  quite  impossible  to  diagnose  from  hydro-nephrosis. 
(2)  Omental  cysts ; easier  on  account  of  the  different  relations  of  the  bowel. 
On  the  right  side  (3)  Distended  gall-bladder,  when  surrounded  by  adhesions, 
quite  impossible  to  differentiate  in  some  cases  from  renal  tumour ; when  free 
and  mobile,  its  exact  relations  are  easier  to  define.  (4)  Enlargement  of  the 
spleen ; this  ought  not  to  be  mistaken  for  renal  tumour  : first,  there  is  the 
notch,  always  to  be  found  with  careful  search ; then  there  is  the  hard,  sharp 
border,  quite  different  from  any  renal  tumour ; then  the  percussion  is  dull 
to  the  very  edge  of  the  tumour  ; the  intestine  never  overlaps  unless  it  is 
adherent,  which  is  very  rare.  (5)  Ovarian  tumour.  A sub-peritoneal  fibro- 
myoma  uteri  might  be  very  difficult  to  differentiate  from  a renal  tumour,  if  the 
latter  were  large  enough  to  dip  into  the  pelvis.’ 

Temporary  Disappearance  of  the  Renal  Swelling’. — There  is  one 
point  of  importance  in  regard  to  certain  enlargements  of  the  kidney 
not  to  be  forgotten,  and  which  may  both  puzzle  the  practitioner  and 
reflect  unpleasantly  on  his  opinion,  viz.  the  chance  of  a temporary 
subsidence  or  disappearance  of  the  tumour.  This  may  happen  in  the 
case  of  hydro-nephrosis  or  pyo-nephrosis,  when  the  fluid,  which  has 
been  imprisoned  by  some  obstruction — as,  for  instance,  a calculus  in 
the  ureter — passes  into  the  bladder  through  removal  of  the  impedi- 
ment, and  a previously  blocked  ureter  becomes  pervious  ; or  it  may 
occur  in  the  instance  of  a movable  kidney,  the  shifting  or  displace- 
ment of  which  may  depend  on  posture  or  occupation. 

Movable  or  Displaced  Kidney. — The  only  affection  of  the  kidney 
that  I propose  to  deal  with  in  any  detail  is  that  of  movable  kidney. 

Etiology. — A distinction  has  been  drawn  (Jenner)  between 
£ movable 5 kidney  and  ‘ floating  ’ kidney,  the  latter  term  being 
applied  to  that  form  of  displacement  in  which  there  is  a rneso- 
nephron  or  fold  of  peritoneum  attaching  it  to  the  vertebral  column. 
This  is  by  far  the  rarer  variety  of  displacement.  It  is  at  times  a 
congenital  malformation.  Displaced  kidney  may  follow  from  shock, 
falls,  blows,  or  other  injury.  The  displacement  may  be  caused  by 
pelvic  or  abdominal  growths  ; as  uterine  myomata  and  ovarian 
cystoma. 

The  inexperienced  practitioner  may  be  excused  for  overlooking 
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an  affection  of  which  the  symptoms  in  the  milder  forms  of  displace- 
ment are  often  obscure.  The  fact,  however,  that  movable  or  float- 
ing kidney  is  found  much  more  frequently  in  women  than  in  men 
(in  the  proportion  of  seven  to  one),  and  that  it  is  still  commoner  in 
those  women  who  have  borne  children  than  in  the  unmarried  (in 
consequence,  probably,  of  the  greater  laxity  of  the  abdominal  wall 
in  the  former  class),  invests  this  renal  affection  with  special  interest 
in  the  eyes  of  the  gynaecologist.  Any  prolonged  or  exhaustive  drain 
on  the  system,  which  weakens  the  abdominal  parietes  and  causes 
absorption  of  the  circumrenal  fat,  is  apt  to  predispose  to  loosening 
of  the  kidney. 

‘ Women,’  says  Greig  Smith,  c with  long  flexible  spines  and  sloping 
lower  ribs,  which  do  not  rise  well  forwards,  but  lie  closely  over  or 
in  contact  with  the  kidney,  provide  the  most  abundant  examples  of 
this  condition.’ 

I have  frequently  found  movable  kidney  in  women  who  have  suffered  from 
severe  haemorrhage  from  haemorrhoids,  after  pregnancy,  and  in  cases  of 
malignant  disease. 

Movable  Kidney  and  Appendicitis. — Renal  displacement  is  seldom 
met  with  in  very  young  patients.  The  right  kidney  is  generally 
the  one  most  frequently  found  mobile.  Hypertrophy  of  the  kidney 
or  a renal  tumour  may  be  the  cause  of  the  mobility.  A patient 
who  suffered  for  some  years  from  a pyo-nephritis  consulted  me.  I 
found  the  left  kidney  so  reduced  in  size  that  it  was  impossible  to 
prove  its  presence.  The  right  kidney  was  greatly  hypertrophied, 
and  freely  movable. 

Edebohls  * draws  attention  to  the  special  relations  of  movable  kidney  to 
chronic  appendicitis.  He  says  that  the  latter  may  be  the  only  symptom  of 
movable  right  kidney.  The  appendicitis  is  the  result  of  the  renal  condition, 
and  this  he  attributes  to  indirect  pressure  of  the  superior  mesenteric  vein, 
hampering  the  return  circulation  of  the  appendix  by  compression  of  the  vein 
between  the  head  of  the  pancreas  and  the  spinal  column.  The  majority  of 
patients  require  both  nephrorrhaphy  and  appendicectomy  to  restore  them  to 
full  health,  and  both  operations  can  be  performed  simultaneously  by  extending 
the  lumbar  incision  along  the  outer  margin  of  the  erector  spinse  muscle  to 
the  crest  of  the  ilium.  In  regard  to  its  relations  to  diseases  of  the  female 
pelvic  organs,  Edebohls  views  the  general  relaxation,  which  starts  at  the 
lamina  fibrosa  of  the  renal  adipose  capsule,  as  present  also  in  the  supports 
of  the  uterus,  leading  to  its  retroversion  and  prolapse.  He  strongly  empha- 
sizes the  great  importance  of  early  diagnosis  of  the  renal  condition,  in  order 
to  avoid  the  unpleasant  consequences  which  must  follow  from  the  failure  ot 


* Med.  Bee.,  March  11,  1891). 
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a pelvic  operation  to  give  relief  if  the  mobility  of  the  kidney  be  not  rectified 
either  before  or  after  the  pelvic  kidney  affection  has  been  cured.  Another 
important  point  noticed  by  Edebohls  is,  that  a pregnant  uterus  or  a myoma- 
tous tumour  forms  splints  for  the  support  of  the  loose  kidney,  and,  as  a con- 
sequence, after  labour  or  the  removal  of  an  ovarian  or  myomatous  tumour, 
recurrence  of  the  symptoms  due  to  the  movable  kidney  is  to  be  expected. 
With  regard  to  appendicitis  as  a complication  of  pelvic  disorders  in  women, 
so  frequently  does  this  occur  that  he  lays  down  the  rule,  which  has  been 
equally  insisted  upon  by  Howard  Kelly  and  others,  that  the  abdomen  should 
never  be  opened  anywhere  within  a finger’s  length  of  the  appendix  without 
investigation  of  the  condition  of  the  latter.  If  it  be  found  diseased  it  should 
be  ablated,  even  if  it  be  necessary  to  remove  the  incision  for  this  purpose, 
while,  if  normal,  it  should  be  inverted  entire,  if  possible  without  enlarging 
the  incision. 

Edebohls  does  not  regard  chronic  nephritis  as  a contra-indication  to  the 
operation  of  nephrorrhaphy  ; on  the  contrary,  he  advises  the  operation  as  a 
remedial  step  for  this  affection,  and  instances  cases  in  support  of  this  view. 

Walter  Manton,*  in  referring  to  Edebohls’  contention  with  regard 
to  movable  kidney  and  appendicitis,  takes  the  record  of  200 
selected  in  succession  from  his  cases,  and  shows  that  36^  per  cent, 
suffered  from  mobility  of  the  right  kidney,  and,  of  this  latter  number, 
in  05 5-  per  cent  , chronic  appendicitis  was  diagnosed,  of  which  22^- 
per  cent,  were  operated  upon  and  the  diagnosis  confirmed.  He 
specially  emphasizes  the  rules  already  laid  down  by  Edebohls,  viz. 
(1)  With  obscure  abdominal  conditions,  even  when  no  pelvic  dis- 
order is  discoverable,  a diagnosis  should  not  be  attempted  until 
movable  kidney  and  appendicular  disease  can  be  excluded  by  careful 
abdominal  palpation.  (2)  When  nephroptosis  and  appendicitis  are 
present,  operations  upon  the  uterus  and  adnexa  alone  will  not  be 
followed  by  cure  of  the  patient  unless  one  or  both  of  these  conditions 
have  also  been  removed. 

Diagnosis. — I have  already  described  the  method  of  examining 
for  a movable  or  displaced  kidney.  We  have  to  differentiate  dis- 
placed kidney  from  a tumour  of  the  pancreas,  liver,  gall-bladder, 
pylorus,  and  omentum,  a faecal  tumour  of  the  colon,  ovarian  cystoma, 
extra-ovarian  cysts,  hydro-salpinx,  and  pyo-salpinx.  In  any  case 
of  doubt,  therefore,  careful  examination  of  the  abdominal  and 
pelvic  viscera  should  be  made  before  a conclusion  is  arrived  at. 
The  tumour  gives  a characteristic  mobile  sensation  to  the  hands, 
the  kidney  with  bimanual  pressure  slipping  from  between  them. 
Manipulation  is  sometimes  attended  with  pain,  and  this  may  last 
for  some  time  after  the  examination  is  over. 


* Amer.  Gyn.,  Jan.,  l‘J03. 
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In  women  with  lax  parietes  and  general  looseness  of  the  abdominal  organs, 
or  in  those  in  whom  the  parietes  are  very  resisting,  a distended  gall-bladder 
may  easily  be  mistaken  for  a mobile  kidney.  The  two  conditions  may  also 
eo-exist.  Greig  Smith,  referring  to  the  oblique  direction  of  the  growth  of  the 
gall-bladder  tumour,  points  out  that  the  tumour  has  grown  before  we  have 
seen  it,  and  is  1 too  small  to  have  any  definite  direction.’ 

The  superficial  position  of  the  gall-bladder  will  not  help  us  if  the 
intestines,  in  palpation,  rise  above  it,  and  in  the  case  of  a very 
mobile  kidney,  in  a thin  woman,  the  kidney  appears  to  be  directly 
under  the  hand  when  she  is  turned  on  her  side.  However,  it  may 
be  safely  said  that  such  cases  of  difficult  diagnosis  are  very  rare, 
and  that  the  detection  of  a movable  kidney,  in  the  great  majority 
of  cases,  is  comparatively  easy.  In  those  exceptional  cases,  only  by 
careful  percussion  and  palpation  in  different  positions  is  a decision 
to  be  arrived  at.  Other  sources  of  error  must  be  avoided  by  atten- 
tion to  the  particular  symptoms  likely  to  accompany  them.  The 
gastric  disturbances  will  warn  us  not  to  overlook  the  possibility  of 
a pyloric  growth,  which,  as  Greig  Smith  points  out,  glides  from 
under  the  palpating  fingers  directly  upwards,  and  not  upwards  and 
backwards,  as  in  the  case  of  the  kidney.  The  situation,  however, 
of  the  pyloric  tumour,  and  its  fixed  position,  are  quite  distinctive 
features  in  this  case.  The  sensations  of  faintness  and  sickness 
frequently  complained  of  in  handling  a floating  kidney  are  also  helps 
in  arriving  at  a conclusion. 

Symptomatology. — Both  the  signs  and  symptoms  of  renal  dis- 
placement will  depend  upon  its  degree,  and  whether  one  or  both 
organs  are  mobile.  Those  attending  slight  displacement  are  fre- 
quently so  mild  in  character  that  they  may  not  arouse  the  suspicion 
of  the  surgeon  as  to  the  real  cause  of  the  temporary  pain  or 
distress,  which  is  only  periodically  complained  of.  I have  frequently 
seen  cases  with  single  or  double  movable  kidney  in  which  the  dis- 
covery has  been  accidentally  made  in  an  abdominal  examination, 
called  for  by  symptoms  of  a pelvic  affection  or  gastric  disturbance, 
where  there  was  no  suspicion  of  any  abdominal  tumour.  Some 
of  these  patients  sought  advice  for  aggravated  dyspepsia  and 
gastrodynia  or  other  reflex  pains.  If  a woman  complains  of  a 
constant  or  recurring  pain  in  the  lumbar  region,  occasionally 
extending  up  the  side  or  downwards  to  the  groin,  or  which  is 
increased  by  exercise,  and  in  all  cases  where  there  is  a history  of 
obscure  gastric  trouble,  we  must  carefully  exclude  movable  kidney 
as  a possible  source  of  the  symptoms. 
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There  may  be  occasional  attacks  of  syncope  caused  by  pain,  which 
varies  with  the  degree  of  mobility  and  the  size  of  the  kidney. 
After  a time  the  organ  may  be,  and  frequently  is,  enlarged.  Hydro- 
nephrosis or  pyo-nephrosis  may  be  present.  The  tumour  then  may 
fill  the  space  between  the  crest  of  the  ilium  and  the  last  rib,  and 
much  of  the  previous  mobility  may  disappear.  In  cases  in  which 
the  displacement  has  lasted  for  some  time  the  general  health  suffers 
more  or  less.  There  is  frequently  sickness  or  nausea.  The  patient 
becomes  nervous,  and  loses  flesh  more  rapidly ; the  pain  is  more 
constant,  constipation  is  frequently  present,  as  are  the  other  natural 
results  of  want  of  exercise  and  loss  of  appetite. 


A young  girl  was  sent  to  me  who  had  been  twice  in  hospital  with  symptoms 
of  gastric  ulcer.  Each  time  she  became  somewhat  better  for  the  treatment, 
but  after  a while  the  trouble  recurred,  and  when  I saw  her  it  was  a question 
of  having  to  give  up  her  employment  from  the  constant  pain  and  nausea. 
tShe  was  also  greatly  reduced  in  weight.  On  examination  I found  a large 
and  very  mobile  right  kidney.  Nephrorrhaphy  was  performed,  and  since  her 
recovery  from  the  operation,  which  was  rapid,  she  has  had  no  return  of  the 
symptoms,  and  is  quite  restored  to  health. 


general 


indications  for 


the  consti- 
the  special 


Treatment. — Outside  the 

tutional  conditions  that  complicate  a mobile  kidney, 
treatment  resolves  itself  into  the 
use  of  a well-made  support  or  the 
operation  of  nephrorrhaphy.  The 
operation  of  nephrectomy  is  not  to 
be  named  by  any  surgeon  in  discuss- 
ing simple,  uncomplicated  movable 
kidney.  I have  made  many  women 
fairly  comfortable,  though  both  kid- 
neys were  mobile,  who  were  able  to 
go  about  their  household  and  other 
duties  wearing  a kidney-belt  with 
double  supports.  The  form  I prefer 
is  that  shown  (Fig.  606).  A light 
steel  plate  is  incorporated  with  the 
web  lining  ; this  is  well  padded,  or  can  be  covered  with  an  air-pad. 
I he  plate  is  sufficiently  large  to  cover  comfortably  the  renal  region. 
In  the  front  of  the  belt  is  another  air-pad,  with  a stop^-cock 
attached,  so  that  the  size  of  the  pad  can  be  increased  or  diminished 
at  pleasure.  I find  this  double  support,  behind  and  in  front, 
far  preferable  to  the  belt  ordinarily  sold,  with  the  pad  only 


Fig.  606.  — Author's  Belt  for 
Movable  Kidney,  with  India- 
rubber  Inflating  Dorsal  Pad, 
Leather  Convex  Back  Pad,  and 
India  rubber  Understraps. 
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behind.  I also  think  that  the  curved  plate  of  steel,  about  the 
width  of  the  palm  of  the  hand,  is  more  resisting  and  efficient  than 
the  air-pad  posteriorly.  I always  see  that  the  size  and  position  of 
the  front  and  back  pads  are  made  in  accordance  with  the  indications 
of  each  individual  case.  Should  such  support  fail  to  give  relief,  and 
the  patient  be  willing  to  undergo  nephrorrhaphy,  the  operation 
should  be  performed.  The  steps  of  this  operation  are  briefly  the 
following  : — 


Nephrorrhaphy. 

The  patient  having  been  laid  in  the  proper  position,  with  a small 
and  hard  pillow  under  the  loin,  an  oblique  incision  to  expose  the 
kidney  is  carried  from  the  outer  border  of  the  erector  spinae,  half 
an  inch  below  the  last  rib,  towards  the  crest  of  the  ileum,  for  the 
extent  of  three  inches ; the  length  of  the  incision  must,  however, 
depend  upon  circumstances.  This  incision  divides  the  skin,  fat,  and 
fascia,  and  exposes  the  outer  edge  of  the  latissimus  dorsi  and  the 
posterior  border  of  the  external  oblique  muscle.  The  deeper  part 
of  this  incision  should  correspond  in  extent  with  the  skin  wound. 
When  the  aponeurosis  of  the  internal  oblique  and  transversalis  has 
been  sufficiently  divided,  the  quadratus  lumborum  muscle  is  exposed 
and  retracted,  and,  lastly,  the  lumbar  fascia  is  incised  to  the  extent 
of  the  entire  wound.  Forcipressure  is  used  for  the  control  of  bleed- 
ing vessels.  The  perirenal  fat  and  fascia  having  been  well  exposed 
by  retractors,  the  former,  save  in  rare  cases  when  it  is  closely  adherent 
to  the  capsule  of  the  kidney,  is  opened,  and  the  viscus  is  exposed. 
The  aseptic  finger  is  then  freely  used  to  determine  the  degree  of 
mobility,  and  to  excite  plastic  adhesions.  The  next  step  consists  in 
thoroughly  freeing  the  kidney  of  its  fatty  tissue,  so  as  to  bring 
it  to  lie  on  the  muscular  structure.  The  capsule  is  now  scratched 
with  the  finger-nail.  The  kidney,  thus  completely  freed,  is  drawn 
into  the  abdominal  wound.  Buried  sutures  are  passed,  three  in 
number,  through  the  substance  of  the  kidney,  an  inch  from  its  free 
margin.  These  sutures  are  carried  through  the  muscle  and  apo- 
neurosis, and  are  temporarily  thrown  aside.  The  wound  is  now 
carefully  swabbed  with  moist  formalin  dabs,  and  then  dried 
thoroughly  with  sterilized  gauze.  The  fatty  tissue,  where  rent, 
is  sewn  up  with  fine  cumol  gut ; then  the  divided  aponeurosis  is 
united,  and  the  renal  sutures  are  tied.  The  wound  is  finally 
mopped  with  formalin,  and  the  edges  of  the  skin  are  united  vitli 
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celloidinzwirn.  The  entire  operation,  from  first  to  last,  is  aseptically 
conducted. 

Puncture  of  the  Kidney. — In  cases  where  we  are  in  doubt  as 
regards  the  nature  of  a renal  swelling,  or  the  character  of  the 
contained  fluid,  aspiration  is  the  proper  preliminary  step  to  take. 

‘ An  abundant  experience  of  this  very  simple  operation,’  says  Greig  Smith, 
1 proves  that  it  is  too  frequently  allied  to  the  experiment  of  introducing  a 
germ-laden  needle  into  the  midst  of  a cultivation  jelly.’  Thus  he  accentuates 
the  care  which  ought  to  be  taken  to  ascepticize  the  needle-point  and  fill  the 
puncturing-needle  of  the  aspirator  with  some  antiseptic  fluid  in  making  the 
puncture. 

In  gynaecological  practice— to  which  alone  I refer — this  step  is 
undertaken  both  as  a means  of  diagnosis  and  as  a therapeutic 
measure,  in  order  to  draw  off  the  fluid.  Morris  recommends  as  the 
point  of  entrance  of  the  needle  on  the  left  side , 1 just  anterior  to  the 
last  intercostal  space  ; ’ and  on  the  right  side,  1 a point  half  way  between 
the  last  rib  and  the  crest  of  the  ilium,  from  two  to  two  and  a half  inches 
behind  the  anterior  superior  spine  of  the  ilium’ 

Though  a needle  passed  horizontally  inwards  at  this  point  is  ‘ altogether  in 
front  of  the  normal  kidney,  and  will  either  transfix  or  pass  in  front  of  the 
ascending  colon  when  in  its  usual  place,’  Morris  points  out  that  in  enlarge- 
ment of  the  kidney  of  the  right  side  in  cases  of  hydro-nephrosis,  if  the  needle 
be  directed  somewhat  forwards  both  peritoneum  and  colon  will  escape,  and 
the  pelvis  of  the  kidney  will  be  tapped  at  its  anterior  and  lower  aspect. 

The  needle  is  directed  sufficiently  forwards  to  escape  the  kidney, 
but  not  so  far  as  to  endanger  the  colon  and  peritoneum.  The 
greatest  care  must  be  taken  when  the  fluid  is  escaping,  and  the 
cavity  is  nearly  empty,  not  to  push  the  needle  farther  in,  so  as 
to  avoid  the  risk  of  wounding  either  the  renal  vessels  or  the 
peritoneum. 

This  operation,  we  must  remember,  is  both  curative  and 
diagnostic.  Its  performance  will  often  save  the  necessity  for  a 
nephrotomy,  or  possibly  a nephrectomy,  and  is  always  indicated  in 
the  case  of  simple  cysts,  hydro-nephrosis,  and  hydatid  cyst.  * 

Renal  Calculus. — The  subject  of  renal  calculus  is  here  referred 
to  in  order  to  draw  attention  to  the  obscure  symptoms  which 
frequently  accompany  the  presence  of  a concretion  in  the  kidney. 
In  all  cases  where  there  is  frequent  micturition,  with  associated 
pain  in  the  lumbar  region,  extending  to  the  groin,  a careful  exami- 
nation of  the  urine  should  be  made.  The  kidneys  should  be 

* See  Greig  Smith’s  ‘ Abdominal  Surgery,’  6th  ed.,  vol.  ii. 
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palpated  and  the  ureters  explored,  at  the  same  time  that  such  causes 
of  urinary  distress  and  disturbance  as  uterine  displacements,  pelvic 
tumours,  and  adnexal  disorders  are  excluded.  Still,  in  some  cases 
nothing  save  renal  exploration  will  clear  up  the  doubt. 

As  bearing  on  the  uncertainty  of  symptoms,  even  in  a large 
calculus  of  the  kidney,  the  following  case  of  Spanton  (Hanley)  is 
of  interest : — - 


Renal  Calculus. 


hM 


The  symptoms  were  fairly  characteristic  of  stone  in  the  kidney,  leading  up 
to  pyo-nephritis.  The  patient,  who  had  had  eight  children,  1 twelve  months 

ago  first  felt  pain,  but 
thought  it  was  indigestion. 
Two  years  since  she  over- 
walked herself,  and  on  re- 
turning passed  urine  of  a 
dark  purplish  colour,  but 
the  urine  was  natural  after* 
wards. 

‘ About  two  months 
since  first  noticed  small 
swelling  in  right  iliac  re- 
gion ; this  caused  more 
pain  than  patient  remem- 
bered having  before,  but 
even  this  was  not  severe ; 
no  pain  on  micturition. 
Passed  urine  about  eight 
times  in  twenty-four  hours. 
The  urine  had  had  a thick 
sediment  in  it  for  the 
previous  twelve  months. 
Twenty  ounces  of  pus 
were  passed  in  the  twenty- 
four  hours.’ 

During  operation  several 
ounces  of  foetid  pus  and 
urine  were  drawn  from  the 
kidney.  The  patient  was 
operated  upon  twice  before  the  entire  calculus  could  be  removed. 

An  interesting  feature  of  the  case  was  the  comparatively  slight  local  trouble 
present,  nor  was  there  any  history  of  renal  colic.  There  was,  however, 
considerable  wasting,  with  great  weakness.  The  patient  made  a complete 
recovery. 

Noble  has  reported  a case  exemplifying  the  bad  results  which  follow  from 
neglected  calculus  in  the  kidney.  It  also  demonstrates  how  an  irritable 


Fig.  607. — Phosphatic  Calculus  removed  from 
Right  Kidney.  (W.  Spanton.) 

Weight  980  grains.  Exact  size. 
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Fig.  608. — Branched  Calculus  forming  a Cast  of  the  Pelvis  and 
Calyces  of  the  Kidney.  (P.  J.  Freyer.) 

Removed  from  a female,  aged  34.  Weight,  514  grains.  Composed  of  urates 
and  phosphates,  the  latter  largely  predominating.  Drawing  shows  the 
exact  size.  Though  the  kidney  was  much  disorganized,  it  was  left 
behind.  The  patient  made  a rapid  and  complete  recovery  in  a month. 


Fig. 


009. — Degeneration  of 


consequent  upon  an 
(Pages  962-964.) 


the  Kid 
Impacted 


ney,  the  Result  of  Pyelo-nephritis, 
Ureteral  Calculus.  (C.  Noble.) 
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bladder  may  be  the  principal  symptom  in  such  a case,  as  also  the  value  of 
catheterization  of  the  ureters  as  a diagnostic  step.  Pus  was  drawn  from  both 
kidneys,  the  urine  from  the  right  containing  also  albumen  and  blood.  That 
the  right  kidney,  though  not  normal  in  structure,  was  doing  practically  all  the 
work  in  the  elimination  of  urine,  was  also  proved.  Nephrectomy  for  the 
removal  of  the  left  kidney  was  performed,  and  the  patient  made  a good 
recovery.  The  degenerated  kidney  was  riddled  with  abscesses,  and  the 
source  of  the  trouble  was  found  to  be  a calculus  impacted  in  the  upper  end  of 
the  ureter.  The  calculus  weighed  about  2 grs.,  and  was  about  half  an  inch 
in  length,  its  composition  being  oxalate  of  lime.  Noble  argues  that  such  a 
case  shows  the  urgent  necessity  for  early  instrumental  examination  by  the 
Rontgen  ray  cystoscopy  and  catheterization,  followed  by  nephrotomy. 


CHAPTER  XLYIII. 


SOME  AFFECTIONS  OF  THE  RECTUM. 


The  affections  of  the  rectum  in  women  which  the  practitioner  is 
called  on  to  diagnose  and  treat  are  : — 


Proctitis. 

Impaction  of  fceces. 
Fistula  and  abscess. 
Haemorrhoids,  external. 

„ internal. 

Simple  ulceration. 
Fissure. 

Stricture. 

Malignant  disease : 
Epithelioma. 

Scirrhus. 

Encephaloid. 


Malignant  disease  ( continued ) : 
Colloid. 

Melanosis. 

Syphilitic  disease : 

Various  cutaneous  affections 
of  the  anus. 

Ulceration. 

Stricture. 

Pruritus  ani. 

Foreign  bodies  in  the  rectum. 
Procidentia. 

Polypus. 


The  anatomical  points  of  importance  which  have  a special  bearing 
on  the  examination  of  the  rectum,  and  its  clinical  relationships  to 
the  other  pelvic  viscera,  were  referred  to  briefly  in  the  lirst  chapter 
of  this  work.  The  value  of  rectal  exploration  in  making  a diagnosis, 
especially  in  children,  was  there  exemplified.* 

It  is  not  possible  to  deal  exhaustively,  in  a manual  of  this  nature, 
with  the  treatment  of  the  various  diseases  of  the  rectum  here 
enumerated.  It  is  desirable  to  make  a few  general  observations, 
however,  regarding  those  affections  which  we  have  most  frequently 
to  treat  in  women. 

Examination. — To  examine  the  patient  for  rectal  disease,  she  is 
placed  on  her  right  side  or  back,  with  the  knees  well  drawn  up.  An 
enema  should  be  previously  administered.  In  cases  in  which  there 
is  excessive  sensitiveness,  or  where  a thorough  exploration  is  re- 
quired to  diagnose  the  presence  and  extent  of  malignant  disease, 

* See  also  chapter  on  Diseases  of  the  Fallopian  Tubes. 
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painful  ulcer  or  fissure,  an  anaesthetic  should  be  given.  The  need 
for  examination  becomes  clear  when  there  are — 

A sense  of  fulness  and  pain  in  the  neighbourhood  of  the 
anus. 

Pain  during  and  after  defecation. 

Prolapse  of  the  bowel. 

Haemorrhage. 

Discharge  of  any  kind. 

Without  an  anaesthetic,  after  an  enema  is  administered,  the  patient 
can  be  made  to  expose  the  bowel  by  bearing  down,  and  thus  the 


practitioner  can  reach  with  the  finger  to  a higher  spot.  He  must 
trust  to  the  education  of  the  finger  in  examinations  of  the  rectum 
rather  than  to  the  assistance  gained  from  any  speculum.  He  should 
learn  to  recognize  by  touch  the  Uneven  and  roughened  feeling  of  ulcera- 
tion, the  characteristic  hardness  of  malignant  disease , the  smooth  hut  tense 
feeling  of  haemorrhoids,  the  contraction  that  is  the  result  of  stricture , the 
chink  of  a fissure , the  pedunculated  attachment  of  a polypus , and  the 
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internal  ajperture  of  a fistula.  Above  all,  he  must  not  be  misled  by 
the  common  statement  of  a patient  that  she  suffers  from  ‘ bleeding 
piles,’  and  be  satisfied  with  her  assurance  on  this  point,  even  though 
she  tells  him  that  she  has  been  under  treatment  for  piles.  It  is  not 
unusual  to  see  patients  who  never  suspected  there  was  anything 
more  serious  than  a hsemorrhoidal  state  of  the  bowel,  yet,  on 
examination,  advanced  malignant  disease  is  discovered,  or  more 
frequently  a fissure  or  ulcer.  The  dilatation  of  the  sphincter  is 
effected  under  anaesthesia ; and  when  this  is  done,  as  it  should  be? 
slowly  and  without  using  force,  we  can,  with  a suitable  speculum, 
completely  explore  the  rectum.*  Simon’s  method  of  examination 
has  already  been  referred  to. 

Eversion  of  the  rectum  in  multipart  may  be  secured  by  pressing 
on  the  tube,  with  the  fingers  carried  into  the  vagina  (Storer). 

We  may  adopt  the  same  method  of  examination  and  illumination 
of  the  rectum  as  in  the  case  of  the  bladder,  using  a proctoscope 
and  forehead  illumination.  The  position  in  which  the  patient  is 
placed  is  the  same  as  when  examining  the  latter  viscus.  The 
accompanying  drawing  from  Kelly’s  work  sufficiently  explains  this. 

Recto-Romanoscopy  (Kelen). — For  the  illustration  of  the  instru- 
ment shown  (Fig.  611)  I am  indebted  to  Dr.  Stephen  Kelen,  of 


Carlsbad.  It  is  a proctoscope  constructed  by  Strauss,  which 
enables  the  sigmoid  to  be  examined.  It  consists  of  a metal  tube 
‘ 30  cms.  long,  20  mms.  in  diameter.  The  interior  is  coated  black, 

* See  p.  91. 
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the  exterior  is  nickel-plated,  well-polished,  and  has  a centimetre 
scale.  One  end  of  the  tube  is  conically  enlarged,  and  carries 
a handle  ; immediately  behind  this  is  a small  pipe  communicating 
with  the  tube,  on  which  is  mounted  the  opening  of  an  India-rubber 
tube  of  an  ordinary  insufflator.’ 

The  examination  with  the  instrument  is  based  upon  the  same 
principles  as  those  of  Tuttle’s  pneumatic  proctoscope,  viz.  the  infla- 
tion of  the  rectum  and  the  sigmoid  flexion  with  air. 

‘ To  introduce  it,  the  tube  must  be  closed  with  an  obturator ; the 
club-shaped  end  of  which  possesses  on  the  side  two  furrows,  which 
continue  the  communication  between  the  atmospherical  air  and  that 
in  the  rectum,  and  prevent  by  this  the  suction-attaching  of  the 
mucous  membrane  through  the  negative  compression,  which  is  caused 
by  the  extraction  of  the  obturator. 

‘ After  taking  out  the  obturator  from  the  tube,  the  light-bearer 
is  introduced.  This  consists  of  a stick  pierced  through  its  whole 
length,  which  projects  so  far  into  the  tube  that  the  electrical  lamp 
fixed  to  it  remains  at  a distance  of  1 cm.  from  the  rectal  end  of 
the  tube.  To  prevent  overheating,  between  the  stick  and  the  tube 
there  is  a distance  of  some  millimetres.  The  whole  stick  is  fixed 
to  a ring,  which  is  fitted  air-tight  to  the  conical  end  of  the  tube, 
and  bears  a small  faucet  to  enable  it  to  be  fixed  to  the  conus  by  a 
bayonet  apparatus.  A glass  plate  fixed  in  a metal  capsule,  “ the 
window,”  can  also  be  fixed  by  a bayonet  apparatus  to  the  light- 
bearer,  and  then  the  tube  is  closed  air-tight. 

‘ To  the  complete  contrivance  we  require  also  an  accumulator 
and  a Rheostat. 

‘ The  lamp  employed  does  not  get  very  warm,  and  burns  about 
4 volts.’ 

The  evening  before  the  day  of  examination,  and  on  the  day  itself, 
about  three  hours  before  the  execution  of  the  rectoscopy,  an  enema 
is  administered  consisting  of  one  litre  of  a physiological  solution  of 
chloride  of  sodium.  The  bladder  is  then  emptied.  The  best  posi- 
tion for  the  patient  is  the  knee-breast  situation  (Schreiber),  so  that 
the  back  has  an  inclination  from  the  pelvis  to  the  neck,  with  a con- 
cavity in  the  lumbar-region,  so  that  the  legs  with  the  hips  form  an 
acute  angle. 

If  the  anus  be  sensitive  it  is  rubbed  with  a piece  of  cotton  wool, 
dipped  into  a solution  of  3 per  cent,  of  eucaine  or  of  2 per  cent,  of 
cocaine ; an  injection  of  the  same  solution  is  made  into  the  rectum. 
The  lightly  warmed  and  well-oiled  tube  is  next  pushed  on  about 
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4 eras.,  then  the  obturator  is  pulled-out,  and  the  lamp  communi- 
cating with  the  accumulator  is  placed  in  the  instrument,  so  that  it 
is  close  to  the  part  of  the  tube  situated  next  to  the  spine,  this 
arrangement  prevents  the  lamp  from  becoming  dirty.  Meanwhile 
an  assistant  affixes  the  insufflator  to  the  tube.  Now  the  range  of 
vision  is  lighted,  in  order  to  observe  whether  the  wrinkles  of  the 
anus  are  expanded  by  the  pressure  of  the  exterior  air.  If  this  be 
the  case,  put  the  tube  about  1 1 cms.  into  the  rectum  now  expanded 
by  the  air,  twisting  and  pushing  it  lightly,  and  keeping  it  well  in 
view.  Here,  according  to  Schreiber,  is  the  beginning  of  the  sigmoid 
flexure ; that  this  may  be  perceived,  the  outer  end  of  the  tube  must 
be  lifted  a little,  in  order  to  be  able  to  enter  into  the  introitus 
flexurse.  This  must  be  sought  by  controlling  the  instrument  and 
moving  it  backwards,  forwards,  and  sideways.  Generally  the 
entrance  is  excentric,  and  only  very  seldom  is  it  centrally  situated. 

Success  depends  on  this  part  of  the  examination. 

If  the  entry  into  the  sigmoid  flexure  be  successfully  carried  out, 
the  other  procedure  is  like  that  employed  by  Kelly  or  Schreiber.  To 
find  the  introitus,  the  window  is  fixed  to  the  tube,  and  by  carefully 
pushing  forward  the  latter,  air  is  pumped  into  the  rectum.  By  this 
means  the  introitus  opens,  and  is  visible,  so  that  there  is  no  difficulty 
in  entering  it.  Then  the  window  is  taken  off,  in  order  to  observe 
whether  the  flexure  under  the  pressure  of  the  exterior  air  expands, 
and  if  this  does  not  happen  the  window  must  be  attached  again, 
and  the  expansion  effected.  After  this,  nothing  prevents  the  passage 
of  the  tube  still  further,  and  there  is  but  little  distress  or  pain 
to  the  patient. 

In  Fig.  612  (after  Strauss),  No.  1 shows  the  direction  of  the  appa- 
ratus on  entry,  No.  2 the  direction  when  the  ampulla  is  seen,  and 
No.  3 the  position  when  the  flexure  is  entered. 

Kelen  states  that  in  almost  every  instance  he  has  succeeded  in 
getting  into  the  flexure.  He  takes  Schreiber’s  measurements  of  the 
rectum,  its  length  being  from  13  to  15  cms.,  and  that  of  the 
sigmoid  flexure  on  an  average  45  cms.,  while  at  a distance  of  from 
11  to  13  cms.  the  plica  terminalis  of  Strauss  separates  the  rectum 
from  the  S.  romanum.  Also,  the  colour  of  the  ampulla  is  more  of 
a light  rose,  and  the  shape  of  a cupola ; the  view  of  the  sigmoid 
flexure  is  narrower,  and  the  mucous  membrane  has  a great  number 
of  looser  wrinkles.  The  difference  between  the  two  is  easily  recog- 
nized. Kelen  enumerates  the  therapeutical  advantages  which 
follow  from  the  differential  diagnosis  of  diseases  situated  in  the  two 
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positions,  such  as  haemorrhage,  abnormal  states  of  the  mucous 
membrane  (as  ulcers),  and  the  application  of  the  cautery  or  a 


Fig.  612. — Showing  the  Passage  of  the  Instrument. 

Arrows  mark  the  directions  in  which  the  proctoscope  is  passed. 

caustic.  Most  important  of  all  is  the  insuring  of  a high  enema  by 
the  passage  through  the  recto-romanoscope  of  a thin  stomach  tube, 
which  will  permit  of  the  removal  of  the  instrument,  and  insures 
the  certainty  of  the  injection  passing  beyond  the  ampulla. 

Proctitis— Causation  and  Symptoms. 

Inflammation  of  the  rectum  in  women  may  be  due  to  spread  of 
infection  from  vaginal  discharges,  may  arise  from  the  irritation  of 
impacted  faeces,  foreign  bodies,  or  threadworms,  or  may  be  caused 
by  a chill,  or  supervene  during  an  attack  of  zymotic  fever. 

We  have  already  referred  to  the  spread  of  gonorrhoeal  infection 
from  the  vagina  to  the  rectum.  Fitsch,  in  explanation  of  the 
obstinate  nature  of  gonorrhoeal  proctitis,  refers  to  the  persistence  of 
the  gonococcus  in  the  discharge,  and  he  thinks  that  many  of  the 
supposed  specific  ulcers  of  the  rectum  are  really  due  to  gonorrhoeal 
virus,  the  cocci  being  found  six  months  after  the  original  attack. 

The  symptoms  are  pain,  heat,  sense  of  fulness  in  the  rectum,  vTith 
tenesmus  and  the  passage  of  mucus,  and  sometimes  blood.  Irrita- 
bility of  the  bladder  is  of  common  occurrence,  and  sometimes  cystitis. 
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Treatment. — We  must  first  remove  or  treat  the  cause.  The 
administration  of  repeated  doses  of  saline  aperients  has  often  a 
beneficial  effect  in  cutting  short  an  attack,  also  irrigation  of  the 
rectum  with  hot  boracic  lotion  and  laudanum.  For  the  distressing 
symptoms,  the  application  of  leeches  round  the  anus,  eucaine  or  cocaine 
suppositories,  and  hot  fomentations  combined  with  rest  in  bed,  will 
afford  relief.  The  rectum  should  be  washed  out  with  boracic  lotion 
after  each  evacuation.  Should  the  infection  be  due  to  gonorrhoea, 
stronger  disinfectant  lotions,  such  as  mercuric  perchloride  (^-r  of  a 
grain  to  the  ounce)  or  permanganate  of  potash,  should  be  used,  and 
perfect  cleanliness  enforced. 

Impaction  of  Faeces  and  Faecal  Tumours. 

Experience  teaches  us  how  extremely  careful  we  must  be,  in  cases 
in  which  obscure  abdominal  symptoms  are  present,  not  to  overlook 
the  possibility  of  a faecal  accumulation  in  some  portion  of  the  intes- 
tine. A f secal  tumour  may  be  mistaken , through  the  signs  and  symptoms 
it  causes , for  ascites , malignant  tumour , ovarian  dropsy , and  aneurysmal 
enlargements  of  the  abdominal  aorta.  Many  times  faecal  accumulations 
in  the  rectum,  the  result  of  habitual  neglect  of  the  bowel  in  women, 
aggravate,  if  they  have  not  brought  about,  various  forms  of  uterine 
disorder.  It  is  always  well  for  the  practitioner  to  be  on  his  guard, 
and  to  recollect  that  the  presence  of  a f secal  accumulation  in  the  bowel 
is  quite  consistent  with  semi-liquid  motions  and  a certain  degree  of 
response  to  laxative  or  aperient  medicines.  A faecal  concretion  may 
exist  anywhere  in  the  colon,  and  either  at  the  side  of  it,  or  possibly 
by  tunnelling  the  mass,  this  semi-solid  evacuation  may  escape. 

When  there  are  symptoms  of  obstruction,  and  on  examination 
the  rectum  is  found  blocked  with  a hard  mass  of  faeces,  the  bowel 
should  be  emptied  by  the  finger  or  scoop  under  an  anaesthetic. 
The  amount  of  faecal  matter  that  may  come  away  in  these  cases  is 
astonishing.  In  such  cases  the  sphincters  should  be  thoroughly 
dilated  with  the  hand  under  anaesthesia,  and  the  masses  removed. 
For  this  purpose  a rectal  spoon  may  be  employed.  Should  a patient 
suffer  from  stricture  or  ulcer  she  is  tempted  to  encourage  such 
accumulation  rather  than  permit  the  bowel  to  move.  When  the 
bowel  has  been  emptied,  an  injection  of  olive  oil  and  thin  gruel 
should  be  administered.  In  a most  interesting  and  obscure  case  of 
suspected  malignant  abdominal  tumour  associated  with  emaciation 
and  haemorrhage,  the  bowel  was  emptied  in  this  manner,  the  tumour 
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disappeared,  and  the  patient  was  permanently  relieved.  It  is  not 
uncommon  to  remove  from  the  rectum  of  a female  patient  some 
foreign  body  such  as  a fish  bone,  a piece  of  wood,  or  a hairpin, 
the  presence  of  which  has  obscured  the  diagnosis.  The  possibility 
of  this  cause  of  a rectal  or  ischio-rectal  abscess  should  not  be  over- 
looked. Thorough  dilatation  of  the  sphincters  under  anaesthesia  as 
a preliminary  step  in  the  treatment  of  obstinate  and  chronic  con- 
stipation has  already  been  alluded  to. 

Abscess. 

This  is  of  frequent  occurrence,  and  always  demands  early  incision 
and  evacuation,  owing  to  its  tendency  to  spread  and  form  fistulae. 

It  may  arise  as  the  result  of  injury  following  the  passage  of  a 
foreign  body,  such  as  a fish  bone,  or  bacterial  invasion  of  a sebaceous 
follicle,  a small  abrasion,  tear,  or  fissure ; from  suppuration  in 
extravasated  blood,  a thrombosed  pile,  or  from  auto-infection. 

Varieties. — The  commonest  forms  are  follicular,  subcutaneous, 
and  ischio-rectal ; submucous,  or  beneath  the  rectal  mucous 
membrane,  and  pelvic,  where  suppuration  takes  place  above  the 
levator  ani  and  between  it  and  the  rectum,  also  occur. 

Treatment. — Immediate  incision  and  complete  evacuation  of 
contents,  with  breaking  down  of  all  loculi,  followed  by  antiseptic 
packing  and  rest  in  bed,  are  always  indicated  to  prevent  the  forma- 
tion of  a fistula.  By  passing  the  finger  into  the  rectum  and  pressing 
outwards  the  abscess  may  be  made  more  prominent,  and  in  order  to 
allow  free  drainage  a crucial  or  T -shaped  incision  should  be  made, 
care  being  taken  to  carry  the  incision  the  whole  length  of  the 
inflamed  area,  and  also  not  to  wound  the  sphincter  muscle. 

A submucous  abscess  should  be  opened  from  within  at  its  most 
dependent  point,  but  the  pelvic  rectal  abscess  should  be  drained 
by  a free  incision  through  the  ischio-rectal  fossa,  the  abscess  being 
pressed  downwards  by  the  finger  in  the  rectum. 


Fistulae. 

Causation. — Injuries,  foreign  bodies,  zymotic  fevers,  haemorrhoids, 
syphilis,  tubercle.  They  may  be  intra-  or  extra-rectal  in  their 
origin,  the  primary  abscess  or  ulceration  commencing  in  the  mucous 
membrane,  in  the  submucous  tissue,  in  the  subcutaneous  cellular 
tissue  about  the  anus,  or  more  deeply  in  the  ischio-rectal  fossa. 

Fistulae  are  complete , the  internal  opening  into  the  bowel  being 
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either  above  the  internal  S2)hincter  or  more  commonly  between  it 
and  the  external ; blind  external , which  is  a blind  external  canal,  as 


it  has  no  internal  aperture  ; and  blind  internal , which  has  no  external 
opening.  The  direction  of  the  sinus  of  the  latter  fistula  may  be 
suspected  by  the  position  of  the  external  orifice ; if  this  be  posterior 
to  the  transverse  axis  of  the  anal  opening,  the  fistulous  aperture  is 
behind  the  middle  line,  while,  if  the  external  aperture  be  in  front  of 
the  transverse  axis,  the  sinus  is  straight,  and  the  internal  opening  is 
directly  opposite  to  the  external  (Goodsall). 

In  the  case  of  a horseshoe  fistula  there  are  two  apertures,  usually 
posterior  to  the  anus,  communicating  with  each  other  by  a curved 
or  crescentic  canal. 

As  regards  fistula,  there  are  some  axioms  it  is  well  to  remember. 
All  abscesses  about  the  region  of  the  anus  and  perineum  should,  as 
has  already  been  said,  be  opened  early.  Too  free  division  of  the 
sphincter  in  women  may  result  in  difficulty  of  retaining  flatus  or 
frnces.  In  cases  of  fistula  complicated  by  tubercular  phthisis  it  is 
not  advisable  to  operate  unless  the  latter  disease  be  arrested  and 
the  patient’s  strength  returning. 

A fistula,  whether  complete  or  incomplete,  should  not  be  temporized  with ; 
in  the  large  proportion  of  cases  delay  only  leads  to  extensive  burrowing,  and 
renders  the  ultimate  division  a more  serious  step.  A fistula  should  be 
thoroughly  divided  with  the  sphincter  muscle.  In  operating,  a careful  search 
should  be  made  for  by-channels  and  burrowing  sinuses  in  the  track  of  the 
parent  canal.  These  also  should  be  freely  opened.  A blind  internal  fistula 
should  be  made  complete,  and  the  sphincter  divided.  Subsequent  dressings 
should  not  be  over  done,  as  they  are  apt  to  irritate  and  create  discharge,  or 
delay  the  healing  process.  Some  sterilized  wool  is  the  best  dressing,  and  the 
wound  can  be  kept  clean  with  any  antiseptic  solution. 

Should  the  fistula  be  of  the  ‘ horseshoe  ’ kind,  it  must  be  opened  in  the 
manner  advised  by  Swinford  Edwards : ‘ Pass  through  the  internal  orifice  a 
probe-pointed  director,  and  on  its  point  incise  the  skin  in  the  middle  line 
behind;  now  push  the  director  through  and  slit  up.  Secondly,  slit  up  the 
lateral  sinuses  on  directors  passed  in  at  each  external  opening  and  brought 
out  through  the  dorsal  incision.’  Thus  a T-shaped  incision  results.  Also 
off-sinuses  can  be  opened  from  the  main  track,  and  the  sphincters  are  wounded 
as  little  as  possible.  Small  fistulse  may  be  cured  by  the  application  of  the 
galvano-cautery. 
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Hemorrhoids. 

Women  are  specially  liable  to  hemorrhoids.  I will  not  delay 
here  to  enter  into  the  question  of  the  causation  and  structure  of 
piles.  It  is  sufficient  to  say  that  external  hemorrhoids,  and  the 
resulting  tags  of  loose  skin  that  fringe  the  anus,  are  receptacles  for 
impure  discharges,  both  rectal  and  vaginal,  which  dry  in  the  chinks 
between  the  folds.  This  tends  to  cause  rectal  irritation,  to  lead  to 
fissure  and  pruritus  ani,  or  proctitis.  Internal  hemorrhoids  cause  a 
wearying  pain  and  distress  in  the  sacral  region,  often  extending  to 
the  thighs.  They  are  frequently  the  source  of  mental  depression 
and  irritation.  If  they  bleed,  they  deteriorate  the  general  health, 
and  in  many  cases,  at  the  time  of  the  climacteric,  may  lead  to  a 
serious  degree  of  anaemia.  The  general  treatment  and  ordinary 
therapeutic  measures  to  be  adopted  in  the  case  of  piles  are 
summarized  under  the  head  of  * General  Therapeutic  Hints.’ 

Question  of  Operation  during  Pregnancy,  and  where  there  is  an 

Associated  Uterine  Affection. 

Unless  there  be  some  good  reason  to  the  contrary,  it  is  best  not 
to  operate  on  a pregnant  woman  for  piles.  But  if  the  haemorrhage 
be  severe,  then  the  piles  should  be  removed,  and  the  remote  risk  of 
miscarriage  occurring  must  be  taken.  It  may  be  also  looked  upon 
as  a safe  rule  that  where  there  is  any  attendant  uterine  affection, 
such  as  a severe  erosion,  endometritis,  or  a displacement,  it  is  better 
to  rectify  first  the  uterine  error  before  proceeding  to  operate  for  the 
internal  haemorrhoids. 

With  regard  to  the  choice  of  operation,  decidedly  the  safest  and  most 
satisfactory  is  by  ligature  transplantation.  I have  never  had  occasion  to 
regret  operating  by  this  method,  either  as  regards  the  effectiveness  of  the 
cure  or  the  freedom  from  haemorrhage.  In  all  the  cases  I have  done,  I have 
never  had  a fatal  issue,  though  this  retrospect  includes  every  conceivable 
decree  of  haemorrhoidal  condition  and  attendant  prolapse.  No  matter  how 
brilliant  and  pleasant  may  be  the  results  in  the  large  proportion  of  cases  with 
the  clamp,  or  clamp  and  cautery,  the  surgeon  may  in  some  unexpected  cases 
be  caught,  and  find  it  difficult,  if  not  impossible,  to  stop  the  haemorrhage. 
i I do  not  think ,’  says  W.  Allingham , ‘ in  the  tuhole  range  of  surgery  there  is 
any  procedure  worthy  the  name  of  “ operation  ” which  can  shoiv  a greater 
amount  of  success  or  a smaller  death-rate  than  the  ligature  of  internal 
haemorrhoids * 

* Of  4013  cases  of  haemorrhoids  ligatured  at  St.  Mark’s  Hospital,  there  were 
five  cases  of  tetanus  and  one  case  of  doubtful  pyaemia.  The  death-rate  from  all 
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The  occurrence  of  the  menstrual  period  must  be  inquired  into 
before  operating.  It  is  not  prudent  to  operate  on  the  rectum  when 
menstruation  is  approaching  ; we  should  select  the  time  between 
two  periods. 


Operations  for  Haemorrhoids. 


The  appliances  necessary  for  the  ordinary  minor  operative  measures 
required  in  affections  of  the  rectum  are — 


Rectal  grooved  director. 

Pile  scissors,  flat  and  curved. 
Serrated  tenaculum,  with  catch. 
Pile  forceps. 

,,  hook. 

Straight  spring  scissors. 

Scalpels. 

Blunt  and  probe-pointed  bistouries. 
Curved  needles. 

Needle-holder. 

Some  Pean’s  and  Kocher’s  forceps. 
Paquelin’s  or  the  galvano  cautery. 


Excision  of  External  Haemorrhoids.— This  is  best  effected  with 
the  straight  spring  scissors  (Fig.  614).  The  pile  is  simply  snipped 
oft.  If  there  be  loose  tags  of  skin  which  fringe  the  anus,  they  are 
seized  and  cut  oft  in  the  same  way.  Too  much  integument  must 
not  be  cut  away  lest  contraction  of  the  anal  orifice  result.  If  a 
woman  be  suffering  severe  pain  from  a congested  and  inflamed  pile, 
it  should  be  incised.  With  the  thumb  and  forefinger  it  is  held, 
steadied,  and  a curved  bistoury  is  passed  through  it.  The  contained 
coagulum  can  be  squeezed  out.  W7 arm  anodyne  fomentations  and 
soothing  ointments  can  then  be  used.  Chlorethyl  spray  is  useful 
in  making  such  an  incision,  or  in  cutting  off  the  folds  of  skin. 

Operation  on  Internal  Piles  by  Ligature. — Having  regulated  the 
patient  s bowels  for  a few  days  previously,  an  enema  is  administered 
early  on  the  morning  of  the  operation,  thorough  evacuation  of  the 
bowel  is  secured,  and  immediately  before  operation  the  rectum  is 
wasbed  out  with  a warm  solution  of  boric  acid.  An  anaesthetist, 


causes  in  opeiation  by  ligature  in  the  hospital  during  a period  of  over  forty  years 
was  f m 670  , four  of  the  five  cases  of  death  from  tetanus  occurred  during  a year 
(1858)  when  tetanus  was  rife  in  London.  The  author  has  never  had  a fatal  case 
arising  out  of  the  operation  of  ligature. 
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assistant,  and  nurse  are  required.  The  patient  is  brought  well  to 
the  edge  of  the  table  and  placed  in  the  dorsal  position  opposite 
a good  light,  the  thighs  being  well  apart  and  supported  by  leg-rests, 
with  a folded  sheet  or  waterproof  under  the  buttocks.  When  she 


Fig.  615.— Pile  Fork 


is  fully  anaesthetized,  the  sphincters  should  be  well  dilated,  the  piles 
exposed,  and  the  surface  of  the  bowel  cleansed. 

The  nurse  has  beside  her  a basin  with  a formalin  solution,  con- 
venient-sized gauze  dabs,  and  some  catch  forceps  to  hold  these. 
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An  irrigator  is  useful  for  cleansing  the  bleeding  surface,  and  for 
washing  away  clots  and  douching. 

Each  pile  (commencing  with  those  nearest  the  anal  aperture  and 
on  the  lower  rectal  wall)  is  seized  with  the  fork  or  pile-forceps,  and 
drawn  well  down  and  out  from  the  coat  of  the  intestine.  The  pile 
scissors  (Fig.  616)  bent  on  the  flat,  or  the  spring  scissors  (Fig.  614), 
is  now  laid  flat  against  the  rectal  tunic,  and  the  blades  are  made  to 
embrace  the  sides  of  the  haemorrhoid,  reaching  to  the  summit  of  the 
pile,  and  leaving  its  upper  connection  with  the  bowel  free.  With 
a few  strokes  of  the  scissors  the  division  of  the  mucous  fold  is 
effected.  The  surgeon,  laying  down  the  scissors,  transfers  the  pile 
forceps  to  his  assistant,  and,  taking  a cumol  gut  ligature,  carries 
it  well  up  to  the  angle  of  the  wound  he  has  made,  at  the  junction 
of  the  semi-detached  pile  with  the  rectal  wall.  He  secures  the 
ligature  firmly,  and  cuts  off  the  ends  close  to  the  pile.  The  pile  is 
now  completely  removed,  not  too  close  to  the  ligature,  lest  the  latter 
be  cut.  He  proceeds  in  this  manner  with  each  pile.  Any  spurting 
vessel  he  secures  by  forcipressure  or  fine  gut  ligature.  He  next 
inspects  the  anus,  and  removes  any  superfluous  folds  of  skin  with 
the  scissors.  The  severed  and  retracted  mucous  membrane  of  the 
bowel  is  now  brought  down  to  the  edge  of  the  anus,  and  fixed  there 
with  a circumferential  interrupted  cumol  gut  suture,  and  when  the 
operation  is  completed  there  is  perfect  adaptation,  and  no  raw 
surface  is  exposed.  The  rectum  is  washed  out  with  formalin  solu- 
tion, and  the  wound  thoroughly  dried  and  cleansed.  A thin  roll  of 
iodoform  gauze,  soaked  in  sterilized  oil,  with  a string  attached,  is 
passed  for  about  four  inches  into  the  bowel.  A piece  of  iodoform 
gauze  with  a compress  of  cotton  wool  is  applied  under  a firm 
T-bandage,  an  opiate  is  given,  and  the  bowel  is  not  moved  for  at 
least  five  days  after  the  operation.  I find  the  following  plan 
answers  well.  After  recovery  from  the  anaesthetic,  one  grain  of 
opium  is  given  in  pill ; after  an  hour’s  interval  a second  grain,  and 
half  a grain  every  six  hours  subsequently  for  the  first  thirty-six 
hours ; after  this,  one  quarter  to  half  a grain  twice  in  the  twenty- 
four  hours  is  sufficient.  On  the  sixth  morning  an  injection  of  six 
ounces  of  olive  oil  is  given,  and  after  a short  time  the  bowel  is 
moved  by  an  emollient  enema  of  strained  gruel  and  olive  oil.  The 
rectum  may  be  douched  out  daily  with  some  warm  boric  acid  lotion, 
and  it  may  be  well  after  some  days  to  explore  it  gently  with  the 
finger  anointed  with  some  antiseptic  lard,  lest  there  be  any  tendency 
to  contraction.  The  patient  remains  in  bed  until  the  ligatures 
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separate,  and  after  this  she  may  lie  on  a sofa  for  a few  days  before 
moving  about.  Careful  instructions  should  be  given  regarding  the 
daily  evacuation  of  the  bowel,  and  the  use  of  a little  hazeline  and 
boric  acid  injection  after  a motion  is  beneficial.  Any  swelling 
about  the  anus  from  the  cutting  off  of  external  haemorrhoids  quickly 
subsides  by  attention  to  cleanliness  and  the  use  of  hazeline  and  an 
astringent  ointment. 

W.  Whitehead’s  Operation. — This  is  an  operation  of  ablation.  I have  on 
several  occasions  adopted  the  plan  he  advocates  of  attaching  the  sound  mucous 
membrane  above  the  pile  area  to  the  skin.  I do  not,  however,  follow  his 
method  in  its  entirety,  being  quite  satisfied  with  my  results  by  the  above 
method.  In  the  case  of  unusual  hemorrhage  I arrest  it  by  gut  ligatures, 
carried  deeply  through  the  tissues.  It  is  far  safer  to  trust  to  ligature  in  such 
cases  than  to  torsion. 

The  following  is  Whitehead’s  operation  : — 

The  patient  being  secured  in  the  lithotomy  position  by  Clover’s  crutch,  and 
the  sphincters  fully  dilated,  by  the  use  of  scissors  and  dissecting  forceps  the 
mucous  membrane  is  divided  at  its  junction  with  the  skin  round  the  entire 
circumference  of  the  bowel,  every  irregularity  of  the  skin  being  carefully 
followed.  The  external,  and  the  commencement  of  the  internal,  sphincters 
are  then  exposed  by  a rapid  dissection,  and  the  mucous  membrane  and 
attached  haemorrhoids,  thus  separated  from  the  submucous  bed  on  which  they 
rested,  are  pulled  bodily  down,  any  undivided  points  of  resistance  being 
nipped  across,  and  the  haemorrhoids  brought  below  the  margin  of  the  skin. 

The  mucous  membrane  above  the  haemorrhoids  is  now  divided  transversely 
in  successive  stages,  and  the  free  margin  of  the  severed  membrane  above  is 
attached  as  soon  as  divided  to  the  free  margin  of  the  skin  below  by  a suitable 
number  of  sutures.  The  mucous  membrane  should  be  separated  at  its  lowest 
point,  and  the  dissection  carried  laterally  from  below  upwards. 

Clamp  and  Cautery. — I do  not  intend  to  enter  into  the  details  of  the  opera- 
tion of  clamp  and  cautery.  The  preliminaries  are  the  same  as  for  operation 
by  ligature ; the  pile  is  brought  down,  secured  by  the  clamp,  and  then  cut 
oft'  with  the  bent  scissors  (Fig.  616),  the  cautery  being  applied  at  a dull 
heat.  The  piles  can  also  be  removed  by  Downes’s  thermo-cautery  clamp  (see 
Fig.  351,  p.  499). 


Fig.  619. — Pollock’s  Clamp  for  crushing  Hemorrhoids. 


To  Pollock  we  are  indebted  for  the  suggestion  to  remove  piles  by  crushing. 
The  steps  of  the  operation  are  as  follows  : The  sphincters  are  first  dilated. 
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The  pile  is  drawn  into  the  clamp,  and  is  crushed  by  tightly  screwing  up  the 
bar  of  steel,  keeping  it  thus  applied  for  the  space  of  hall  a minute.  I he 
projecting  portion  of  the  pile  is  removed  with  scissors.  There  can  be  no 
doubt  that  crushing  is,  generally  speaking,  an  expeditious  and  comparatively 
painless  method  of  removing  the  piles.  Still,  we  are  not  free,  in  a certain 
percentage  of  cases,  from  the  risk  of  bleeding,  and  in  the  case  of  large 
haemorrhoids,  or  when  the  patient  lives  at  a distance,  the  ligature  gives 
greater  security. 

Treatment  by  Nitric  Acid. — Some  surgeons  treat  piles  by  the  application  of 
nitric  acid.  For  venous  haemorrhoids  of  a medium  size  this  plan  may 
answer  well. 

To  plug  the  Rectum  for  Haemorrhage. — The  following  method  of  plugging 
the  rectum,  originally  advised  by  Allingham,  when  such  is  required  will  be 
found  by  far  the  best : A good-sized  conical-shaped  sponge  is  secured  by 
passing  a piece  of  strong  silk  ligature  through  its  apex.  The  sponge  is  then 
wetted  and  squeezed  dry,  and  the  interstices  tilled  with  alum  or  sulphate  ot 
iron.  Guided  by  the  fore-finger  of  the  left  hand,  the  conical  end  of  the  sponge 
is  pushed  well  into  the  rectum  for  the  extent  of  five  inches,  and  the  silk  cord 
hangs  from  the  amis.  The  space  below  the  sponge  is  now  filled  with  cotton- 
wool, on  which  is  sprinkled  more  of  the  alum  or  sulphate  of  iron.  The  ends 
of  the  string  hanging  from  the  anus  are  now  taken  in  the  left  hand,  and 
traction  is  made  on  the  sponge  while  the  cotton-wool  is  pressed  up  against  it 
with  the  finger  of  the  other  hand.  The  effect  of  the  counter-pressure  is  to 
spread  out  the  sponge  ‘ umbrella-shaped,’  and  to  compress  the  wool  tightly. 
This  plug  may  remain  in  for  a period  of  from  eight  to  ten  days.  If  a patient 
be  troubled  with  flatus,  a flexible  catheter  or  rectal  tube  may  be  introduced 
through  the  wool  and  sponge  or  at  the  side,  and  this  prevents  any  troublesome 
distension.  Opiates  at  the  same  time  should  be  given. 


Ulceration  and  Stricture. 

Ulceration  of  the  Rectum. — Fissure  and  ulceration  of  the  rectum 
are  frequently  met  with  in  women,  both  being  complicated  by  such 
affections  of  the  uterus  as  endometritis,  subinvolution,  laceration  of 
the  cervix,  versions  and  flexions.  Operative  interference  with 
rectal  disorder  is  likely  to  prove  unsuccessful  as  long  as  the  uterine 
complication  remains  unrelieved. 

Symptoms. — If  a woman  complain  of  vesical  irritation,  with 
rectal  distress  and  pain,  both  on  defsecation  and  micturition,  and 
no  uterine  condition  be  present  to  account  for  these  symptoms,  the 
rectum  should  be  carefully  examined  for  fissure  or  ulcer.  It  will  be 
well,  if  the  rectum  be  sensitive,  to  do  this  under  an  anaesthetic. 

Treatment. — The  treatment  of  painful  ulcer  or  fissure  resolves 
itself  into  palliative  and  radical. 

Under  the  head  of  palliative  we  include  rest,  due  attention  to, 
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and  regulation  of,  the  bowel,  the  administration  of  mild  laxatives, 
such  as  any  of  those  already  recommended,  to  secure  an  efficient 
but  gentle  aperient  effect ; the  use  locally,  either  in  lotion  or 
ointments,  of  sedative  and  astringent  drugs,  as  opium,  morphia, 
cocaine,  belladonna,  bismuth,  calomel,  tannic  acid,  adrenalin  or  rena- 
glandine,  hazeline,  perchloride  of  mercury,  and  nitrate  of  silver ; in 
severe  cases,  the  careful  application  to  the  ulcer  of  either  the  acid 
nitrate  of  mercury  or  nitric  acid.  The  radical  treatment  consists 
in  operation  by  incision  through  the  entire  base  of  the  ulcer  and 
fissure , with  the  division  of  the  underlying  sphincter. 

The  more  we  reflect  on  the  insidious  progress  of  rectal  disease, 
the  obscure,  and  in  many  instances  remote,  symptoms  which  attend 
incipient  ulceration,  stricture,  or  malignancy,  as  well  as  the  reflex 
disturbances  which  are  apt  to  divert  our  attention  from  the  rectum 
to  some  other  organ,  the  more  necessary  the  injunction  to  the 
medical  adviser  to  look  to  the  rectum  when  such  symptoms  as  those 
of  dysenteric  and  morning  diarrhoea,  jelly-like  discharge , colicky  pains, 
and  tenesmus  are  complained  of. 

Stricture. — Frequently  the  ulcer,  or  commencing  stricture,  is  not 
close  to  the  anus,  but  some  two,  three,  or  four  inches  from  its 
margin,  so  that  the  examining  finger  has  to  be  passed  well  up  the 
bowel  before  it  can  be  detected.  Women  suffer  more  than  men 
from  stricture  of  the  rectum.  It  seems  from  statistics  that  con- 
stitutional syphilis  in  women,  if  it  affect  the  rectum,  is  particularly 
liable  to  cause  stricture. 


Fig.  620. — Rectal  Bougies,  Conical  and  Bulbous. 

Verneuil’s  operation  of  division  of  the  entire  stricture,  or  linear 
rectotomy,  is  that  most  frequently  practised.  In  dilatation  of  a 
stricture,  soft,  bulbous-pointed,  hollow  bougies  may  be  used ; the 
surgeon  should  have  some  of  these  of  different  sizes  by  him ; and  it 
is  safer  for  him  to  dilate  the  stricture  rather  than  to  permit  the 
patient  to  pass  the  bougie  herself.  The  larger  sizes  of  my  uterine 
bougies  will  be  found  to  answer  well  for  the  surgeon’s  use.  They 
must  be  employed  with  gentleness. 
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Muscular  ‘ spasmodic  stricture  of  the  rectum  is  a very  doubtful 
affection ; moreover,  in  many  of  these  cases  of  ‘ spasm  we  have 
simply  to  deal  with  a neurotic  reflex  irritation,  which  causes  a tonic 
contraction  of  the  sphincters,  generally  exaggerated  by  the  presence 
of  hard,  dry,  and  impacted  faeces.  That  there  is  no  real  stricture 
to  necessitate  dilatation  is  at  once  proved  by  an  anaesthetic. 


Malignant  Disease. 

Two  varieties  are  met  with  : (1)  Epithelioma;  (2)  Carcinoma. 

Epithelioma  begins  externally  in  the  skin  near  the  anus  or  in 
the  anal  canal,  and  tends  to  spread  externally,  implicating  the  anus 
and  perineal  skin,  and,  at  a later  stage  of  the  disease,  causing 
infection  and  enlargement  of  the  inguinal  glands.  It  may  cause 
anal  stricture,  though  incontinence  sometimes  occurs  from  destruc- 
tion of  the  sphincter.  Two  varieties  are  met  with,  viz.  the  warty 
and  ulcerative  ; the  former  being  recognized  by  its  hard,  infiltrating 
base,  and  the  latter  by  its  indurated,  elevated,  and  rampart-like 
edges.  The  progress  of  the  disease  is  slow,  and  the  prognosis  is 
favourable  in  cases  of  early  excision. 

Carcinoma  commences  in  the  epithelium  of  the  rectal  mucosa, 
and  microscopically  is  identical  with  the  cells  of  Lieberkuhn’s 
follicles.  The  disease  may  follow  simple  ulceration  or  stricture, 
but  the  onset  is  usually  very  insidious. 

Symptoms. — In  its  earlier  stages,  and  months  before  the  trouble 
is  suspected  or  diagnosed,  the  absence  of  any  marked  symptom  is 
common.  Perhaps  there  is  a feeling  of  discomfort  in  the  rectum, 
with  aching  in  the  sacrum  or  thighs  ; sometimes  constipation,  and, 
later,  spurious  diarrhoea,  or  a constant  desire  to  go  to  stool.  The 
so-called  ‘ morning  diarrhoea  ’ is  frequently  a marked  feature,  and 
here  the  patient,  immediately  on  rising,  usually  passes  only  a small 
slimy  motion  containing  much  mucus  and  perhaps  some  blood,  this 
being  followed  after  a brief  interval  by  another  similar  evacuation. 
Slight  htemorrhage  is  sometimes  noticed,  but  any  marked  pain  is 
a late  feature,  except  in  growths  in  the  lower  rectum,  implicating 
the  sensitive  anal  region. 

On  examination  per  anum  three  clinical  varieties  may  be  found  : 
( a ) Ulcerative , which  is  distinguished  by  its  hard  raised  edges  and 
rugged  base.  (?>)  Fungating , where  a large  mass  projects  into  and 
encroaches  on  the  lumen  of  the  bowel,  and  is  characterized  by  its 
soft  consistency,  with  a readiness  to  bleed  on  examination,  and 
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is  surrounded  by  an  infiltrating  base,  (c)  Annular — this  is  usually 
a well-marked  stricture  with  a ring-like  infiltration  more  or  less 
completely  encircling  the  bowel ; very  hard  to  the  touch,  and 
associated  with  ulceration  and  roughness  of  its  edges. 

Locally,  the  disease  tends  to  spread  outside  the  rectum,  and  to 
implicate  surrounding  organs — notably,  the  vagina  and  uterus,  to 
which  it  becomes  fixed,  and  also  to  the  sacrum. 

Treatment. — Early  excision,  where  possible,  is  urgently  indi- 
cated, and  the  prognosis  after  radical  treatment  is  very  favourable 
in  early  cases  of  carcinoma  of  this  region.  Those  cases  suitable 
for  operation  are  where  the  growth  is  localized,  quite  movable  (no 
matter  how  high  in  the  rectum),  and  not  fixed  to  any  surrounding 
parts.  This  question,  however,  cannot  always  be  settled  without 
examination  under  an  anaesthetic.  Even  if  the  posterior  vaginal 
wall  be  implicated  to  a limited  extent,  the  affected  portion  can  be 
removed,  and  operation  carried  out  with  every  hope  of  ultimate 
success. 

Perineal  Excision  is  limited  to  cases  of  disease  of  the  lower 
part  of  the  rectum,  and  is  now  more  or  less  abandoned  in  favour 
of  operation  by  the  dorsal  method.  The  latter  has  the  follow- 
ing advantages:  (1)  The  growths  of  the  upper  rectum  can  be 
readily  removed  if  movable.  (2)  There  is  greater  facility  of  re- 
moving glands  in  the  hollow  of  the  sacrum.  (3)  A better  view  is 
obtained  of  the  field  of  operation.  (4)  There  is  less  danger  of 
wounding  surrounding  organs. 

Dorsal  Excision. — This  operation  is  usually  associated  with  the 
name  of  Ivraske,  who  attacked  the  rectum  by  removing  the  left 
portion  of  the  two  lower  segments  of  the  sacrum.  Many  modifica- 
tions of  this  are  now  practised,  the  most  popular  being  excision  of 
the  coccyx  only  (Kocher) ; or,  where  more  room  is  required,  the 
sacrum  is  divided  transversely,  and  the  two  lower  portions  removed 
(Bardenhauer). 

Operation. — The  bowels  having  been  previously  emptied,  and  the 
rectum  well  irrigated  with  an  antiseptic  lotion,  the  patient  is  placed 
on  her  left  side  in  the  semi-prone  position,  with  the  thighs  well 
flexed  on  the  abdomen. 

An  incision  is  made  in  the  mesial  line  to  a point  midway  between 
the  top  of  the  coccyx  and  the  anus,  and  if  necessary  is  extended 
round  the  latter  in  cases  where  it  has  to  be  removed.  The  coccyx 
and  lower  part  of  the  sacrum  are  freed  from  their  ligamentary  and 
muscular  attachments,  and  with  the  aid  of  a periosteal  elevator  the 
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veins  in  the  hollow  of  the  sacrum  are  carefully  separated  from  the 
bone — an  important  point  in  minimizing  hasmorrhage.  the  coccyx 
and  lower  two  segments  of  the  sacrum  are  removed,  and  this 
can  readily  be  effected  by  cutting  the  bone  with  an  American 
pruning  forceps.  A good  view  of  the  rectum  is  now  obtained,  and 
as  much  bowel  as  necessary  can  be  liberated  and  brought  down  by 
opening  the  peritoneum  of  Douglas’  pouch  on  each  side  of  the 
rectum,  and  by  ligating  and  dividing  the  meso-rectum  in  sections. 
When  enough  bowel  is  thus  freed,  the  peritoneum  is  carefully 
closed,  and  the  rectum  is  divided  well  above  the  growth.  After 
this  the  lower  part  of  the  gut  can  readily  be  freed  by  rough  dissec- 
tion and  removed,  with  any  glands  felt  in  the  hollow  of  the  sacrum. 
When  the  sphincter  ani  is  not  removed,  the  bowel  can  be  brought 
down  and  sutured  in  position ; or  if  any  portion  of  the  lower  rectum 
is  spared,  end  to  end  anastomosis  can  be  accomplished.  In  those 
cases  where  the  sphincter  has  been  sacrificed,  it  is  advisable  to 
suture  the  open  end  of  the  bowel  to  the  skin  at  the  upper  angle  of 
the  wound,  below  the  remaining  portion  of  the  sacrum.  With  an 
anus  in  this  position,  a plug  can  be  conveniently  worn,  and  in  the 
sitting  posture  does  not  cause  the  discomfort  of  pressure,  as  is  the 
case  if  one  be  worn  when  the  bowel  is  brought  down  and  sutured 
to  the  site  of  the  sphincter  ani. 

In  suturing  the  operation  wound,  it  is  essential  to  attend  care- 
fully to  the  closing  of  the  peritoneum,  and,  above  all,  it  is  most 
necessary  that  every  effort  should  be  made  to  bring  the  deeper 
parts  of  the  wound  into  apposition,  in  order  to  obtain  primary  union 
and  rapid  healing. 

After  operation  the  patient  should  be  kept  absolutely  at  rest, 
and  on  a fluid  diet.  The  bowels  should  be  confined  for  five  days, 
after  which  an  evacuation  every  second  day  should  be  obtained 
until  complete  healing  has  taken  place.  A preliminary  colotomy  is 
advocated  by  some  surgeons,  as  it  prevents  faecal  contamination  of 
the  wound  after  excision,  but  by  care  the  bowels  can  be  kept  con- 
fined, and  the  wound  clean,  the  patient  thereby  being  saved  the 
suffering  entailed  by  two  operations. 

Colotomy  for  Advanced  Carcinoma. 

In  those  cases  where  it  is  impossible  to  attempt  extirpation 
owing  to  the  extent  of  the  growth,  it  is  advisable  to  lay  before 
the  patient  the  question  of  colotomy.  If  the  inguinal  operation 
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be  performed,  a proper  spur  made,  and  the  operation  be  not  post- 
poned until  the  patient  is  in  extremis , there  is  very  little  risk 
run.  With  a properly  fitting  appliance,  flatus  and  faeces  can  be 
kept  well  under  control.  The  formation  of  this  artificial  anus 
greatly  relieves  such  symptoms  as  pain  and  constant  desire  to 
defecate,  and,  moreover,  the  growth  being  freed  from  the  irritation 
of  passing  feces,  septic  absorption  is  considerably  diminished,  the 
risk  of  obstruction  is  removed,  the  patient’s  condition  generally 
improves,  and  life  is  undoubtedly  prolonged. 

Pruritus  Ani. 

Pruritus  ani  may  be  treated  on  the  same  principles  as  those 
followed  in  the  management  of  pruritus  vulvse.  As  in  this  latter 
troublesome  affection,  pruritus  ani  has  its  origin  in  constitutional 
as  well  as  local  causes.  Some  cases  of  pruritus  ani  are  most  in- 
tractable. I recently  had  such  a case  in  which  nitric  acid,  carbolic 
acid,  and  the  actual  cautery  were  successively  applied  with  only 
temporary  relief.  Haemorrhoids  had  been  previously  removed. 
Here  removal  of  the  superficial  layer  of  the  skin  with  a grafting- 
razor  may  be  justifiable.  All  that  has  been  said  of  the  vulvar 
affection  applies  to  that  of  the  anus.  We  have,  however,  to 
remember  that  haemorrhoids,  fissure,  polypus,  thread-worms,  vaginal 
discharges,  or  syphilitic  skin  eruptions,  may  produce  the  itching,  and 
that  these  must  be  cured  before  we  can  hope  to  relieve  it.  All 
superfluous  tags  of  loose  skin  should  be  cut  off.  Scrupulous  cleans- 
ing of  the  part  night  and  morning  should  be  enforced,  A hypnotic 
may  have  to  be  given,  such  as  trional  or  sulphonal,  and  a rectal  plug 
worn  at  night  is  useful.  By  following  the  same  rules  as  have  been 
laid  down  in  pruritus  vulvae,  while  attending  by  local  measures  to 
the  anus  and  rectum,  and  not  neglecting  errors  of  a constitutional 
character,  we  seldom,  however,  fail  to  bring  about  a speedy  cure. 

Procidentia. 

It  is  well  to  remember  that  procidentia  of  the  rectum  is  at  times 
associated  with  polypus  ; and  the  practitioner  should  be  careful  not 
to  mistake  it  for  haemorrhoids.  Procidentia  occurs  perhaps  more 
frequently  in  women  than  in  men,  and  often  increases  to  a large 
size.  The  plan  of  Van  Bruen  will  be  found  most  efficacious.  Longi- 
tudinal strips  are  made  in  the  protruded  intestine  with  a Paquelin’s 
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cautery,  avoiding  the  large  veins,  and  then  the  operator,  having 
first  oiled  the  intestine,  returns  it.  After  return  of  the  bowel,  he 
secures  further  contraction  of  the  anal  aperture  by  division  of  the 
sphincter  with  the  Paquelin’s  knife  in  two  places,  and  stuffs  the 
wounds  with  oiled  gauze.  Longitudinal  and  circumferential  con- 
traction is  the  result. 

If  a polypus  be  discovered  in  the  rectum,  torsion  or  ligature  will 
be  sufficient  to  remove  it  without  danger. 

Rectocele  has  been  already  referred  to  (see  pp.  283,  300-302). 


A Few  General  Therapeutic  Hints. 

Soothing1  Measures. — Great  relief  from  rectal  pain,  from  proctitis,  inflam- 
matory haemorrhoids,  or  threatening  abscess,  is  often  secured  by  the  application 
of  leeches  round  the  anus.  A warm  toast  poultice  is  a ready  and  grateful 
form  of  stupe  to  apply  when  the  leeches  are  removed  after  incision  of  a pile. 
A piece  of  thick  toast  is  made,  on  which  boiling  water  is  poured.  The  toast 
is  squeezed  between  two  plates,  so  as  to  press  out  the  water,  supported  on  a 
handkerchief,  or  covered  with  a piece  of  oiled  silk  ; it  is  laid  over  the  perineum, 
and  is  maintained  in  position  by  a T-bandage.  A piece  of  spongio  piline  may 
be  used  for  the  application  of  sedatives  to  the  anus.  It  is  a clean  and  ready 
means  of  relieving  pain.  The  warm  sitz-bath  is  often  very  comforting  to  a 
patient,  or  the  steam  of  laudanum-water  placed  in  the  night  chair  on  which 
she  sits.  Suppositories  of  cocaine,  cocaine  and  belladonna,  or  eucaine  and 
cocaine  with  morphia,  are  valuable  as  local  sedatives.  Hazeline  with  adre- 
nalin is  an  admirable  astringent  remedy,  applied  externally  for  haemorrhoids. 
The  glycerols  of  tannin  and  of  lead  are  useful  external  applications  for  fissure 
and  haemorrhoids.  Goulard’s  lotion,  in  combination  with  the  liquid  extract 
of  opium,  is  a good  sedative  in  hsemorrhoidal  congestion  and  in  ulceration. 

Aperients. — In  the  instance  of  women  suffering  from  haemorrhoids,  the  diet 
should  be  carefully  regulated,  and  scrupulous  cleanliness  insisted  on  after 
stool;  mild  laxative  medicines  should  be  used,  and  such  cholagogues  as 
podoplivllin,  iridin,  euonymin,  with  small  doses  of  a mercurial  pill.  An 
aperient  water  such  as  Rubinat,  iEsculap,  Apenta,  or  Hunyadi  Janos  may  be 
given.  The  compound  powder  of  liquorice  is  a useful  aperient  for  women. 
Also  this  mixture  : — 

R Ext.  cascara  liq.  Si. 

Glycerine  ^i. 

Aq.  ad  £viii. 

The  elixir  of  saccharin  (^i.)  well  takes  the  place  of  the  glycerine — 5SS.  to 
be  taken  in  the  morning  early  or  at  bed-time. 

Cascara  bonbons  or  tabloids  are  efficient  modes  of  administering  cascara. 
The  syrup  of  figs  is  a very  useful  aperient,  as  are  also  psyllium  seeds — one 
teaspoonful  of  which  can  be  taken  at  breakfast  or  the  midday  meal. 

Such  a pill  as  the  following  will  generally  be  found  to  act  efficiently  : — - 
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aa  gr. 


3 

?• 


Pulv.  iridin 

Pulv.  euonymin  / 

Plyd.  cum  cret.,  gr.  i. 

Ext.  col.  co.,  gr.,  i.ss. 

Ipecacuanha  ^ _ 

* , . . > aa  gr.  ss. 

Ext.  hyoscyami  j 

Ft.  pil. 


Or,  R Pulv.  euonymin,  gr.  i. 
Pil.  hydrarg.,  gr.  i. 

Pil.  rhei  comp.,  gr.  ii. 
Ext.  nucis  vom.,  gr.  J. 
Ext.  hyoscyami,  gr.  ss. 
Ft.  pil. 


Or,  R Ext.  belladonnse,  gr.  j. 
Ext.  nucis  vom.,  gr. 
Pil.  rhcei  co.,  gr.  iii. 
Ext.  hyoscyami,  gr.  ss. 
Ft.  pil.  M. 


The  confections  of  sulphur,  senna,  and  black  pepper  are  useful  laxatives, 
especially  the  latter.  A good  form  is  : — 

R Tartr.  potassse  acid.,  3ii. 

Pulv.  jalapae,  3i. 

Confect,  sulphuris,  ^i. 

,,  sennse,  ^i. 

,,  piperis  nigrse,  3ii. 

Mel.  opt.  ad  ^iv.  M. 

Ft.  confectio  ; 3i.  to  be  given  as  a dose  at  night. 


The  glycerine  enema  (3b  of  glycerine  administered  with  the  glycerine  rectal 
syringe)  is  in  some  cases  an  efficient  means  of  emptying  the  rectum.  Its 
action  is,  however,  capricious,  and  is  occasionally  attended  by  severe  pain. 
The  suppository  of  glycerine  may  be  tried  instead  of  the  enema. 

Ointments  of  calomel,  with  bismuth,  cocaine,  and  belladonna;  sol.  of 
subacetate  of  lead  ; bismuth  with  glycerol  of  lead  ; tannic  acid,  with  bismuth 
and  opium,  will  be  found  soothing  applications. 

In  cases  of  ulceration  of  the  rectum,  or  fissure,  ointments  of  bismuth  (3USS. 
of  carbonate  in  ^ii.),  calomel  (3ii.  in  £ii.),  morphia,  (gr.  iii.  ad  gr.  v.  ad  ^ii.), 
belladonna  (gr.  xxx.  in  5ii.),  pulv.  opii  (gr.  xx.  in  ^i.),  maybe  used  separately 
or  in  combination.  For  example,  a most  useful  ointment  is  : — 

Bismuthi  trisnitratis,  3ii. 

Hydrarg.  subchlor.,  5ii. 

Ext.  belladonnse,  gr.  xv. 

Ext.  opii  liq.,  3ii. 

Lanolin,  ^ss. 

Aq.  rosse,  31’. 

Adeps  benzoatis,  £ss.  M. 


For  application  with  the  rectal  positor  the  following  will  be  found  of  service  : 
Cocaine,  both  in  the  form  of  ointment  and  lotion  for  the  relief  of  pain. 
Eu caine  may  be  substituted  for  the  cocaine.  Iodoform  or  dermatol  can  be 
applied  internally  as  an  ointment,  or  dusted  externally  in  fine  powder  diluted 
with  starch.  In  syphilitic  cases  ointments  of  the  red  oxide  of  mercury,  iodide 
of  starch,  or  perchloride  of  mercury  are  most  useful.  The  odour  of  the 

iodoform  may  be  disguised  with  vanilline  or  coumarine.  The  ‘ lotio  nigra 
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of  the  pharmacopeia  with  hazeline  is  of  use  in  cases  of  ulceiation  and 
syphilitic  condylomata. 

To  apply  an  ointment  to  the  rectum,  an  ointment  positor  is  required,  as 
otherwise  it  is  wiped  oft'  the  surface  of  the  finger  before  it  reaches  the  pait. 
A convenient  positor  is  that  shown  (Fig.  621).  The  ointment  is  contained 
in  a tinfoil  tube,  and  the  pipe  is  of  soft  gum-elastic. 

Astringents. — Tannic  acid,  gallic  acid,  acetate  of  lead  in  ointments  5 in- 
jections of  matico  and  oak-bark  ; solutions  of  carbolic  acid,  chromic  acid, 
nitrate  of  silver.  Perhaps  the  best  local  astringent  in  cases  of  rectal  haemor- 
rhage is  the  sulphate  of  iron,  which  may  be  used  either  in  the  form  of 
ointment  (3ii.  ad  ^ss.),  suppository  (gr.  ii.  ad  gr.  x.),  or  as  the  liquor  ferri 
sulph.,  diluted  according  to  the  strength  required. 

Caustics.— -The  acids,  nitric,  carbolic,  and  chromic,  and  the  acid  nitrate  of 
mercury,  are  the  most  powerful  caustics  we  can  apply  both  to  ulcers  or 
bleeding  mucous  surfaces ; of  these  the  acid  nitrate  of  mercury  is  probably 
the  best.  The  surface  to  be  touched  should  be  carefully  exposed,  and  the 
acid  applied  with  cotton-wool  on  a platinum  or  aluminium  wool-holder.  The 


Fig.  621. — Rectal  Positor  of  Author. 

part  is  well  oiled  after  the  application.  Where  the  actual  cautery  is  required, 
Paquelin’s  instrument  or  the  electro-cautery  are  commonly  used ; the  former 
is  preferable  for  more  extensive  cauterization  and  the  latter  for  more  delicate 
use,  as  when  we  wish  to  cauterize  small  exposed  surface  fissures  or  ulcers. 

Coccygodyilia. — By  coccygodynia  we  understand  a painful  affec- 
tion of  the  coccyx  and  perineal  structures,  which  principally  shows 
itself  in  painful  sitting,  and  pain  in  the  act  of  defaecation.  The 
structures  involved  are  : the  coccyx,  the  sacro-coccygeal  ligaments, 
and  the  perineal  muscles  attached  to  the  coccyx. 


Causation. 


Traumatic 


Blows,  kicks,  or  falls  on  the  coccyx. 
Difficult  parturition. 

Instrumental  delivery. 
Horse-exercise  (Scanzoni,  Goodell). 
Constant  sitting. 

Hysterical  temperament. 
Rheumatism. 

Uterine  and  ovarian  disease. 

Rectal  disease. 
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Severe  coccygodynia  may  be  present  in  an  unmarried  woman  in 
whom  not  one  of  the  causes  enumerated  above  can  be  traced. 

A patient  some  time  previously  had  had  a severe  attack  of  erysipelas  of  the 
face,  from  which  she  perfectly  recovered.  There  was  no  rectal,  uterine,  or 
other  local  trouble,  nor  was  she  in  the  least  of  an  hysterical  or  nervous 
temperament.  She  had  no  sedentary  occupation,  and  was  not  in  the  habit  of 
taking  horse-exercise.  At  first  her  sister  consulted  me,  telling  me  that  the 
patient  thought  she  suffered  from  internal  piles,  and  was  averse  to  seeking 
advice,  but  that  the  difficulty  in  sitting  had  become  so  great  that  she  could  not 
come  to  meals.  The  pain  had  come  on  gradually.  The  discomfort  produced 
by  examination  of  the  rectum  or  any  pressure  on  the  coccyx  was  inconsider- 
able, and  yet  she  could  not  sit  without  great  suffering.  In  this  case  relief 
was  afforded  by  sitz-baths,  counter-irritation  over  the  coccyx,  anodyne  lini- 
ments, and  suppositories,  a rectal  plug,  which  was  worn  at  night,  and  the 
internal  administration  of  bromide  of  potassium  with  nux  vomica. 

Coccygodynia  may  be  the  most  troublesome  symptom  complained 
of  prior  to  mental  disturbance  showing  itself.  Such  instances  have 
come  under  the  author’s  notice.  In  one  case  there  was  an  attempt 
at  suicide,  the  patient  attempting  to  drown  herself. 

On  examination  by  the  rectum  and  vagina,  the  coccyx,  if  dislo- 
cated or  fractured,  is  felt  quite  movable  or  loose. 

Treatment. — As  a rule,  severe  coccygodynia  requires  operative 
measures,  but  first  such  nerve  tonics  as  arsenic,  strychnine,  sulphate 
of  zinc,  pyrophosphate  of  iron,  and  other  salts  of  iron,  if  there  be 
anmmia,  should  be  tried.  The  valerianate  of  zinc  and  the  ammoniated 
valerian  in  combination  with  the  bromide  salts  are  useful.  The 
painful  region  may  be  sprayed  with  ether  night  and  morning. 
The  application  of  the  actual  cautery  often  benefits.  Change  of  air 
and  scene,  suitable  exercise,  and  other  general  hygienic  measures, 
should  accompany  any  treatment.  If  palliative  treatment  should 
not  cure  the  patient,  the  subcutaneous  division  of  the  coccygeal 
ligamentous  and  muscular  attachments  may  be  proposed  (Sir  J. 
Simpson),  or  extirpation  of  the  bone  itself  can  be  carried  out  (Nott). 
In  deciding  on  any  radical  step,  such  as  subcutaneous  section  or 
removal,  we  are  influenced  chiefly  by  the  decision  as  to  the  traumatic 
character  of  the  affection.  It  is  in  those  cases  of  partial  dislocation 
or  other  injury  of  the  bone  that  extirpation  is  especially  indicated. 
The  important  practical  rule  to  adopt  in  any  case  in  which  we  are 
consulted  for  ‘ painful  sitting  ’ or  symptoms  of  coccygodynia  is  to 
exclude  carefully  any  uterine , vaginal , perinseal,  or  anal  affection  which 
might  account  for  the  pain,  and  the  removal  of  which  will  often 
relieve  all  the  distressing  symptoms. 
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Operation. — This  should  be  carried  out  with  the  strictest  aseptic 
precautions.  An  incision  is  made  over  the  bone  in  the  middle  line. 
With  a blunt-pointed  knife  it  is  severed  from  all  its  attachments, 
the  edge  of  the  knife  being  kept  close  to  the  bone.  It  is  then 
disarticulated  and  ablated.  The  wound  is  brought  together  w ith 
silver  or  gut  sutures,  and  covered  with  boric  lint  under  strapping 
and  a X -bandage.  The  rectum  must  be  kept  quiet  for  a few  days. 


CHAPTER  XLIX. 


STERILITY. 

It  is  not  possible  to  discuss  at  length  all  the  causes  which  in  a 
woman  result  in  sterility.  No  one  investigated  these  causes  with 
greater  minuteness  than  Marion  Sims.  Again  and  again  he  has 
examined  the  mucus  of  the  cervix  uteri  a few  minutes  after  inter- 
course to  determine  the  presence  or  state  of  the  spermatozoa  con- 
tained in  it,  or  the  quantity  of  seminal  fluid  retained  in  the  vagina. 
It  was  he  who  first  succeeded  in  impregnating  the  woman  by  the 
injection  of  semen  into  the  uterus,  though  the  patient  unfortunately 
miscarried  at  the  fourth  month  from  a fall.  During  two  years  he 
made  as  many  as  fifty-five  uterine  injections  of  seminal  fluid. 

Artificial  fecundation  is  not  resorted  to,  so  far  as  I know,  by  any  gynae- 
cologist of  position  in  Great  Britain.  Within  recent  years  Mantegazza  has 
tabulated  the  conditions  in  which  such  intra-uterine  injections  of  seminal 
fluid  are  indicated. 

We  may  thus  summarize  the  most  important  facts  in  relation  to 
sterility  : — 

1.  In  order  for  conception  to  take  place  it  is  not  absolutely  necessary  for 
penetration  to  occur.* 

2.  The  spermatozoa  will  travel  a considerable  distance  and  live  for  several 
hours  in  a suitable  medium  and  at  a proper  temperature. 

3.  It  is  necessary  that  the  seminal  fluid  should  contain  healthy  active  sper- 
matozoa, that  it  should  be  retained  in  the  vaginal  canal,  and,  if  possible,  that 
ejaculation  should  occur  in  the  axis  of  the  cervix  and  of  its  opening. 

4.  If  healthful  semen  be  deposited  in  the  vagina  within  a few  days  before, 
and  within  ten  days  after,  a menstrual  act,  conception  is  more  likely  to 
occur. 

To  complete  these  conditions,  we  require  a sufficiently  long  vagina  with 
due  tonicit}?-  of  its  walls,  and  the  uterus  as  nearly  as  possible  in  its  normal 
axis ; the  uterine  and  vaginal  secretions  healthful,  and  contact,  at  the  right 
time,  of  the  ovum  with  the  spermatozoa. 

The  longest  period  that  I have  known  marital  relations  to  have 

* See  pp.  11,  12  on  the  Hymen. 
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continued  without  penetration  was  ten  years.  This  occurred  in 
the  instance  of  a highly 
intelligent  couple  in  good 
society.  The  lady  consulted 
me  for  pain  in  the  right 
side,  and  symptoms  of  ap- 
pendicitis. On  proceeding 
to  examine  the  ovary,  I 
found  a thickened  hymen 
which  prevented  the  intro- 
duction of  the  finger.  On 
questioning  her  and  her 
husband,  I found  that  there 
never  had  been  penetration. 

They  both  were  under  the 
impression  that  their  rela- 
tions were  natural.  I made 
a sketch  of  the  introitus 
before  ablating  the  hymen 
(Fig.  622).  The  hymeneal 
aperture  just  admitted  a 

dilator  of  a circumference 
of  40  mm. 

I subsequently  removed 
a large  cystic  ovary  and  a distended  appendix. 

We  may  thus  classify  the  principal  causes  of  sterility  in  the 
female — * 

1.  Absence  of  the  ovaries. 

„ „ Fallopian  tubes. 

„ „ uterus. 

„ ,,  vagina. 

Very  short  vagina. 

Congenital ...  ( 2.  Atresia  of  the  Fallopian  tubes. 

,,  „ uterus. 

„ „ vagina. 

3.  Imperforate  hymen. 

4.  Conoidal  uterus,  stenosis  and  occlusion  of  the  os  uteri  or 
' cervix. 

* See  especially  the  chapters  bearing  on  dysmenorrhoea,  dilatation  of  the 
cervix,  stenosis  of  the  cervix,  congenital  malformations,  gonorrhoea,  and  vaginis- 
mus. It  is  very  doubtful  how  far,  in  a woman  capable  of  procreation,  mere 
contraction  of  the  lumen  of  the  uterine  canal  is  to  be  regarded  as  a cause  of 
sterility— probably  very  seldom. 


Fig.  622. — Introitus  drawn  before  Abla- 
tion of  the  Hymen  in  a Patient  ten 
Years  married. 
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I 1.  Strictured  states  of  the  Fallopian  tubes. 

,,  „ uterus. 

,,  ,,  vagina. 

2.  Tumours  obstructing  the  Fallopian  tubes. 

,,  ,,  uterus. 

,,  ,,  vagina. 

,,  vulva. 

3.  Displacements  of  the  Fallopian  tubes. 

,,  ,,  uterus. 

4.  Inflammatory  states  of  the  genital  tract — especially 

chronic  endometritis. 

5.  Chronic  metritis. 

6.  Disease  of  the  ovaries. 

7.  Ovarian  dysmenorrhoea. 

8.  Membranous  d}Tsmenorrhoea. 

9.  Menorrhagia. 

10.  Dyspareunia — painful  intercourse  from  any  cause. 

11.  Vaginitis  and  vaginismus. 

12.  Gonorrhoea  and  its  consequences. 

13.  Syphilis  (in  the  sense  that  it  destroys  the  vitality  of  the 

\ ovum). 


The  reader  will  refer  to  the  chapters  in  which  each  of  the  above- 
mentioned  causes  of  sterility  in  the  woman  is  discussed. 


Sterility  due  to  Defect  in  the  Male. 

As  we  are  very  frequently  consulted  for  sterility,  the  possibility 
of  the  cause  resting  with  the  husband,  and  not  with  the  woman, 
has  to  be  remembered.  The  fact  that  many  women  who  are 
barren  with  one  husband  are  fertile  with  another  is  not  to  be  over- 
looked. 

Sterility  in  the  male  depends  on  more  than  want  of  a healthy 
erection.  The  seminal  fluid  must  contain  virile  spermatozoa. 
Therefore  a man  may  not  be  impotent  and  yet  be  sterile.  Strong 
sexual  desire  and  power  may  thus  be,  as  Curling  has  shown,  co- 
existent with  sterility,  and,  through  the  absence  of  conception,  may 
be  the  cause  of  serious  affections  of  the  sexual  organs  in  women. 
Thus  a clear  distinction  has  to  be  kept  in  mind  between  the  terms 
‘ sterility  ’ and  £ impotence.’  Those  inhibitory  forces  which  over- 
come the  reflex  excitation  in  the  sexual  centre,  and  thus  inhibit 
the  normal  process  of  erection  in  the  male,  must  be  remembered 
in  the  treatment  of  male  impotence.  It  is  a matter  of  common 
observation  that  the  cerebral  impulses  are  often  blunted  or  arrested 
by  excessive  mental  strain,  and  are  held  in  check  by  healthful  and 
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continuous  brain  work.  This  relation  of  cerebral  control  to  erection 
and  seminal  discharge  is  shown  physiologically  in  the  case  of  spinal 
injuries,  cerebral  concussion,  and  the  seminal  emissions  which  result 
from  hanging.  Cerebral  inhibitory  control  is  lost. 

Clearly,  then,  the  virile  powers  and  health  of  the  husband  have 
to  be  inquired  into  when  we  are  consulted  by  a woman  as  to  the 
cause  of  her  sterility.  It  must  also  be  remembered  that  the  general 
health  in  both  sexes  has  a potent  influence  on  fecundity. 

Gross  has  estimated  that  one  male  in  every  six  is  sterile.  This  is  probably 
too  high  an  estimate.  It  is  certainly  much  higher  than  the  estimated  sterility 
of  women.  There  may  be  incompatibility  of  the  sexes,  and  sterility  as  a 
result,  though  neither  the  man  nor  the  woman  is  sterile,  for  either  separately 
may  be  fertile  to  another  person,  and  procreate. 

Certain  points  have  to  be  carefully  inquired  into  of  the  husband — 

(1)  Are  there  healthy  erections?  (2)  Are  there  nocturnal  emissions? 
(3)  Is  semen  ejaculated  during  intercourse  ? (4)  Does  emission  occur  pre- 
maturely, or  is  there  incomplete  coitus?  (5)  Is  there  sensation?  (G) 
Is  there  pain  in  the  penis  with  intercourse  ? (7)  Is  there  any  affection  of 

the  prostatic  urethra  or  prostate  gland  ? (8)  Does  he  masturbate  ? (9)  Is 

there  stricture  of  the  urethra  in  any  part?  (10)  Is  the  foreskin  tight  in 
erection  ? 

It  may  be  well  to  summarize  the  causes  of  sterility  and  impotence 
in  the  male. 


Impotence. — Gross  subdivides  the  causes  of  impotence  under  four  heads : 

Atonic,  Psychical,  Symptomatic,  Organic.  We  may  further  briefly  classify 
(following  this  authority)  the  causes  of  impotence  thus — 


Atonic 


Symptomatic 


Muscular  paresis  both  in  the  walls  of  the  vessels  and  in  the 
muscular  trabeculae  and  the  perineal  muscles,  brought 
about  by 

Masturbation  4 

or  ^causing  exhaustion  of  the  lumbar  centre. 

Venereal  excess  ) 

C Ineffectual  erection  and  ejaculation. 

Sexual  desire  present  < Premature  emission. 

(.  Incomplete  intercourse. 

Sexual  desire  absent — Loss  of  erectile  power. 

Loss  of  sexual  power  from  a prolonged  or  excessive  use  of 
bromide  salts,  iodine  and  iodide  salts,  camphor,  conium, 
opium,  morphia  (in  lead-poisoning),  alcoholism,  antimony 
fumes. 


Organic — 

Azoaspermia — absence  of 
spermatozoa  ... 


The  fault  may  be  due  to  absent,  retained,  unde- 
veloped, diseased  testicles ; obstruction  in  the 
epididymis  and  vas  deferens,  or  injury  to  the 
latter  during  operations ; disease  of  the  same 
^ parts,  possibly  due  to  past  gonorrhoea  or  syphilis. 
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Aspermia  — want  of 
ejaculation  of  semen 
during  coitus 


Organic-obstructive 


Atonic  ... 


Anaesthetic 


Organic  obstruction — ejaculatory  ducts  or  urethra. 
Atonic — want  of  excitability  in  the  ejaculatory 
centre. 

Anaesthetic — loss  of  sensibility  in  the  nerves  of  the 
penis. 

„ Psychical — cerebral  inhibition. 

"Absence  of  the  penis  or  other  abnormalities,  in- 
cluding hypospadias  and  epispadias ; curvature 
of  the  penis,  the  result  either  of  congenital 
defects,  wounds,  or  growths  in  one  or  both  ol 
the  corpora  cavernosa,  varix  of  the  dorsal  vein, 
tight  prepuce,  short  fraenum,  retained  testes, 
atrophic  testicles  produced  by  any  cause,  syphi- 
litic and  tubercular  orchitis. 

May  be  due  to  congenital  defects,  stricture  in  the 
ejaculatory  ducts  and  urethra,  stenosis  in  the 
v ejaculatory  ducts,  spasm  of  the  urethra. 
f W ant  of  contractile  power  in  the  seminal  vesicles, 
ejaculatory  ducts,  urethral  muscles  ; incomplete 
coitus  results — the  act  is  abandoned  from  loss  of 
^ strength. 

( Insensibility  in  glans,  prostatic  sinus,  or  prostatic 
l urethra. 


Symptomatic 


Psychical 


• • • 


f During  phthisis,  Bright’s  disease,  spinal  curvature, 
degeneration  of  the  cord,  spinal  injuries,  after 
(.  the  zymotic  fevers. 

/ This  head  includes  any  variety  of  mental  deterrent 
influence,  such  as  nervous  apprehension,  re- 
morse, physical  repulsion,  want  of  affinity,  and 
other  purely  psychical  causes.  This  class  in 
eludes  generally  all  those  imaginative  victims  of 


advertising  quacks. 

There  may  be  inhibitory  restraint  voluntarily 
\ exercised  during  coitus.* 


Many  cases  are  curable  by  proper  treatment  and  judicious  advice 
to  both  husband  and  wife.  At  times  every  effort  to  bring  about 
the  desired  result  fails.  Such  cases  constantly  come  before  the 
gynaecologist,  for  there  is  no  doubt  that,  in  addition  to  the  un- 
happiness caused,  they  are  the  frequent  sources  of  morbid  states  of 
the  uterus  and  adnexa.  Hyperaesthesia  of  the  vulva,  vaginitis, 
erosion  of  the  cervix  uteri,  ovaritis,  or  salpingitis,  are  their  not 
uncommon  accompaniments. 


At  times  sterility  is  traceable  to  both  male  and  female  sexual  defects. 


* The  reader  will  find  ail  admirable  summary  of  the  entire  subject  in  Jacob- 
son’s work  on  4 Diseases  of  the  Male  Organs  of  Generation.’ 
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A lady  had  been  married  for  five  years.  There  had  been  no  intercourse 
for  a considerable  time  after  marriage.  The  husband  suffered  from  atonic 
and  psychical  aspermia.  Of  Ibis  he  was,  after  some  difficulty,  cured  by  the 
late  Hack  Tuke,  to  whom  I was  indebted  for  the  case.  The  wife  suffered 
from  dysmenorrhoea.  On  examination  I found  a typical  conical-shaped 
cervix  and  a minute  uterine  orifice.  She  had  the  internal  cervix  divided. 
The  canal  was  with  difficulty  kept  patent.  She  went  through  a course  of 
internal  faradization  for  the  dysmenorrhoea,  of  which  she  was  cured.  But 
conception  did  not  occur  for  a length  of  time,  though  the  canal  of  the 
uterus  remained  permanently  dilated.  She  finally  conceived  and  bore  a 
healthy  child. 

One  caution  I think  it  well  to  give.  The  surgeon  is  not  to  be 
led  away  by  the  miraculous  cures  of  sterility  he  hears  of,  or  the 
occasional  success  he  may  himself  meet  with  in  rectifying  some 
obstruction  to  impregnation,  to  perform  hurriedly  operations  on 
the  uterus  with  a view  of  £ curing  sterility.’  .Failure  will  attend 
a large  proportion  of  such  operations.  The  patient  should  be 
frankly  prepared  for  this.  Also,  these  uterine  operations  are  not 
devoid  of  some  slight  degree  of  risk,  and  barrenness  has  all  its 
evils  aggravated  when  the  miserable  hypochondriac  becomes  the 
victim  of  delusive  hopes  and  disappointing  operations.  When 
some  diseased  or  abnormal  condition  of  the  uterus  exists  which  it 
is  our  duty  to  treat  by  operation,  and  the  cure  of  which  may  bring 
about  a possibility  of  impregnation,  it  is  right  to  interfere.  I 
do  not  mean  to  deprecate  any  justifiable  and  judicious  interference 
with  an  otherwise  healthful  woman  who  happens  to  be  barren,  in 
order  to  bring  about  conception.  The  surgeon,  however,  cannot 
divest  himself  of  responsibility  if  there  follow,  either  directly  from 
the  operation  or  indirectly  from  the  results,  dangerous  or  per- 
manently serious  consequences,  even  though  she  and  her  husband 
may  accept  any  risk  entailed. 


Congenital  Absence  of  Uterus  and  Adnexa  and  Rudimentary 

Mammary  Glands. 

It  has  to  be  remembered  that  the  external  genital  organs  may  be  perfect, 
and  yet  there  may  be  absence  of  the  ovaries  and  oviducts  as  well  as  the  uterus. 
Such  a case  I lately  saw.  The  patient  was  twenty-two  years  old.  She  had 
never  menstruated,  and  had  tried  various  remedies  from  time  to  time  for  the 
absence  of  the  catamenia.  She  had  never  been  examined  by  the  vagina. 
The  uterus  was  absent,  a small  body  about  the  size  of  a marble  representing 
it.  There  were  no  adnexa.  Rudimentary  nipples  were  present,  and  onlv 
the  vestige  of  mammary  glands. 
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Sterility  and  Fecundity. — George  Engelmann  * investigated  the 
causes  of  the  increasing  sterility  of  American  women,  and  showed 
that  some  20  per  cent,  and  over  of  married  women  were  childless — a 
great  increase  from  the  earlier  days  of  the  century,  when  the  per- 
centage was  only  2 per  cent.,  or  even  on  that  calculated  by  Simpson, 
at  1 1 per  cent.  The  high  rate  of  sterility  and  the  low  fecundity 
in  the  United  States,  according  to  Engelmann,  are  worse  than  in 
any  other  country  save  France,  and,  for  native  Americans,  worse 
than  France.  Engelmann  considered  a woman  sterile  who  had 
been  married  three  years  without  giving  birth  to  a full-term 
child  ; absolute  sterility  meant  that  she  had  never  conceived ; relative 
sterility  involved  conception  and  miscarriage,  no  full-term  child 
having  been  given  birth  to.  While  the  rates  in  America  and 
Canada  vary  according  to  race,  reaching  in  some  places  as  high  as 
27  per  cent.,  and  in  the  case  of  university  graduates  to  over  30  per 
cent.,  the  rate  in  Norway  is  as  low  as  2 5 per  cent.  Luxury  and 
wealth  go  pari  passu  with  high  sterility,  and  the  influence  of  higher 
education  appears  to  affect  English  women  as  deleteriously  as  their 
American  sisters,  for  among  the  collegiate  classes  in  England  it 
reaches  as  high  as  27*6  per  cent.  The  number  of  women  who  from 
any  cause  have  never  conceived  is  greater  than  that  of  those  who 
have  miscarried  but  have  not  borne  a living  child.  The  former 
amount  to  some  8 per  cent,  of  all  married  women,  and  Engelmann 
puts  the  rate  of  the  absolutely  sterile  as  high  as  12  per  cent,  among 
Americans,  while  he  found  the  ratio  of  miscarriages  to  labours  at 
term  to  be,  not  1 to  5T  as  usually  accepted,  but  1 to  2-8  to  3-03. 
The  highest  fecundity  among  American-born  women  does  not, 
according  to  Engelmann,  exceed  2d  to  each  marriage,  in  some 
places  being  only  1*7.  One  important  point  is  shown  clearly  by 
various  investigators,  viz.  that  over-pressure  in  scholastic  training 
and  university  work  have  a marked  deteriorating  influence  on 
fecundity.  In  England  among  female  college  graduates  there  are 
only  1*53  children  to  each  marriage,  the  average  fertility  of  other 
English  women  being  over  four  children  to  each  marriage.  The 
earlier  ratio  in  America  would  appear  to  have  been  from  five  to 
eight  children  to  each  marriage. 

Engelmann’s  investigations  would  also  appear  to  prove  that  there 
is  a correlation  between  the  prevalence  of  divorce  and  sterility  or 
low  fecundity  in  those  States  where  divorce  is  common.  On  the 
whole,  then,  it  would  seem  that  highly  developed  mental  culture 

* Jour.  Awer.  Mtd.  Ass.,  Oct.  1901. 
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and  luxurious  living  promote  sterility  and  lessen  fecundity.  As 
has  been  already  stated,  sterility  has  to  be  looked  at  from  the  male 
side  as  well  as  the  female.  It  is  difficult  to  arrive  at  a conclusion 
as  to  the  relative  number  of  sterile  men  to  sterile  marriages.  Gross 
placed  it  at  16  per  cent.  ; Brothers  at  one  sterile  man  in  every  five 
childless  marriages.  Engelmann  inclines  to  a higher  rate.  If  we 
regard  the  normal  proportion  of  barren  marriages  at  2~  per  cent., 
it  is  apparent  how  far  from  this  standard  we  have  gravitated,  not 
only  in  America,  but  in  many  European  countries.  The  French 
Canadians  would  appear  to  have  the  highest  standard,  the  number 
of  children  to  each  marriage  reaching  as  high  as  nine. 

o o o 

In  a most  interesting  address  oil  ‘ The  Diminishing  Birthrate  and  what  is 
involved  by  it,’*  John  Taylor  dealt  with  this  entire  subject  before  the 
British  Gynaecological  Society.  Tie  there  showed  statistically  that  the 
physical  and  psychical  potentialities  and  attributes  of  children  born  from 
comparatively  infertile  marriages  have  deteriorated,  and,  as  a consequence, 
that  the  forces  tending  to  criminality  are  on  the  increase,  inasmuch  as  it  is  in 
the  higher  and  middle  classes  that  the  diminishing  birthrate  is  especially 
noticeable.  In  the  same  paper  he  traced  the  relation  between  the  preventive 
measures  so  largely  resorted  to  in  France  and  other  countries  to  this 
diminishing  birthrate,  and  the  general  decadence  and  demoralization  of  the 
population. 

Treatment. — With  reference  to  the  treatment  of  sterility,  it  is 
obvious  from  what  has  been  stated  here,  as  well  as  in  those  chapters 
in  which  congenital  abnormalities  of  the  female  genitalia  have  been 
dealt  with,  that  the  first  step  must  be  to  make  a careful  inquiry 
into  the  condition  of  the  external  and  internal  genitalia  of  the 
woman.  The  introitus  should  be  examined,  so  as  to  ascertain  its 
patency  and  sensitiveness.  The  nature  of  the  act  of  coitus, 
whether  painful  or  otherwise,  must  also  be  inquired  into.  Should 
dyspareunia  be  present,  its  cause  should  be  determined,  whether  it 
be  in  the  vagina  and  due  to  vaginismus  or  vaginitis,  or  following 
on  some  sensitiveness  in  the  adnexa  and  uterus.  Congenital  atresic 
states  of  the  vulva  and  vagina  will,  of  course,  when  present,  im- 
mediately explain  the  sterility,  as  also  will  stenosis  of  the  uterine 
canal,  when  the  typical  abnormality  of  the  portio  is  present  with 
the  small  external  opening.  The  adnexa  must  also  be  examined, 
lest  they  be  absent.  In  other  cases  tumours  may  be  discovered 
which  are  the  cause  of  an  obstruction.  Where  there  is  severe 
dysmenorrhoea  attending  upon  dyspareunia,  the  condition  of  the  tubes 

* Brit.  Gyn.  Jour.,  May,  1904. 
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and  ovaries  must  be  ascertained.  Should  there  be  inflammatory 
states  of  the  endometrium  with  blockage  of  the  uterine  canal, 
this  will  call  for  the  treatment  which  has  been  laid  down.  On 
many  occasions,  dilatation  of  the  uterine  canal  and  free  curet- 
tage I have  found  were  followed  by  early  conception,  and  it  is  a 
matter  of  common  knowledge  that  ordinary  dilatation,  proper  pre- 
cautions being  taken  as  to  the  time  at  which  it  is  done,  is  often 
followed  by  conception.  The  time,  with  regard  to  the  catamenial 
period,  at  which  conception  is  most  likely  to  follow,  should  be 
indicated,  excessive  intercourse  prohibited,  and  its  complete  avoid- 
ance for  a short  period  advised. 

Should  there  be  no  obvious  proof  after  examination  of  the  woman 
that  the  reason  rests  with  her,  the  husband  should  be  interviewed, 
and  the  source  of  any  probable  cause  of  impotence  on  his  part 
investigated. 


CHAPTER  L. 


GYNECOLOGICAL  ELECTRO-THERAPEUTIC  S. 

Apostoli’s  Methods. — Cutter  practised,  and  urged  the  value  of, 
the  electrical  treatment  in  various  uterine  affections.  Apostoli 
acknowledged  his  indebtedness  to  A.  Tripier,  who  £ devoted  thirty 
years  in  a glorious  scientific  struggle  to  seek  a panacea  for  metritis 
in  the  induced  current  of  quantity.’  As  far  back  as  1873  Routh 
and  Althaus  used  continuous  currents  of  high  intensity  in  the 
treatment  of  uterine  fibroids.  Apostoli  aimed  at  supplanting  the 
old  way  of  operating  by  a method  more  ‘ precise,’  ‘ energetic,’ 
‘tolerable,’  ‘better  localized,’  ‘more  thoroughly  under  control,’  and 
‘ scientifically  exact.’ 

Obviously  an  elementary  knowledge  of  the  laws  of  electrical 
forces  must  be  assumed,  and  some  acquaintance  with  the  modes  of 
action,  physical,  chemical,  and  therapeutical,  of  the  different  kinds 
of  electricity  on  the  human  body  is  essential  before  resorting  to 
this  method  of  treatment. 

It  may  be  truthfully  stated  that  the  galvano-caustic  method  of 
treatment  of  myomata  of  the  uterus,  or  tumours  of  the  adnexa, 
has  taken  no  hold  in  this  country,  nor,  indeed,  abroad.  The 
same  may  be  said  of  the  method  of  galvano-puncture,  either  in 
vaginal  fluctuating  tumours,  or  in  myomata  of  the  uterus.  The 
uncertainty  of  the  results,  the  technical  difficulties  connected  with 
their  safe  and  efficient  performance,  the  acknowledged  risks  attendant 
upon  them,  have  all  contributed  to  influence  the  minds  of  surgeons 
unfavourably  with  regard  to  these  electrical  methods  generally,  as 
compared  with  the  more  certain,  safer,  more  expeditious,  and  suc- 
cessful operative  measures  by  means  of  the  ordinary  surgical  pro- 
cedures. There  can  be  no  doubt  that  in  many  cases  faradization 
does  give  relief  in  dysmenorrhoea,  subinvolution,  and  painful  affections 
of  the  ovary.  As  the  most  perfect  instructions  for  the  carrying- 
out  of  faradization  are  those  of  Apostoli,  I briefly  summarize  here 
directions  for  the  application  of  the  faradic  current. 

* For  electro-thermocausis  in  the  removal  of  tumours,  etc.,  see  p.  502. 
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With  regard  to  the  galvano-caustic  treatment,  in  previous  editions  the 
more  minute  details  of  Apostoli’s  methods  have  been  described.  No  one 
should  resort  to  them  who  has  not  mastered  these  details  and  taken  all  the 
precautions,  before,  during,  and  after  operation,  enforced  by  Apostoli  him- 
self. These  include  careful  preliminary  examination,  attention  to  the 
temperament  of  the  patient— if  neurotic  or  hysterical  (contra-indicating 
conditions),  the  most  exhaustive  inquiry  into  the  previous  clinical  history  of 
the  woman,  and  any  associated  pathological  states,  the  minutest  care  as  to 
the  place  and  its  surroundings  in  which  the  treatment  is  carried  out,  the 
time  of  the  menstrual  epoch,  abstinence  from  cohabitation,  the  most  com- 
plete asepsis.  If  it  be  true  that  the  most  experienced  of  us  are  liable  to  err, 
that  our  greatest  gynaecologists  have  placed  on  record  errors  both  avoidable 
and  unavoidable,  and  that  Apostoli  himself  tells  of  his  { not  recognizing  a 
suppurating  ovarian  cyst  which  ended  in  death  from  peritonitis,’  how  careful 
must  the  surgeon  be  to  make  assurance  doubly  sure  before  he  resorts  to 
electrolysis,  and  decides  on  the  extent  to  which  he  will  avail  himself  of  it,  or 
the  exact  mode  in  which  he  will  apply  it ! 

None  who  carefully  read  Apostoli’s  review  of  his  own  work,  of  his  acknow- 
ledgment of  ‘ blunders  ’ made  in  carrying  out  the  treatment,  of  the  cautions 
he  gives  as  to  exactitude  of  dose,  antiseptic  precautions,  and  all  the  other 
details  of  operations,  the  performance  of  which  demands  that  the  operator  be 
‘ both  gynaecologist  and  electrician,’  will  refuse  to  admit  that  the  risks  to  the 
patient  are  in  inverse  ratio  to  the  experience  of  the  operator.  Therefore  the 
surgeon  must  err  on  the  side  of  excess  of  caution,  and  surround  his  patient 
with  every  possible  safeguard  both  before,  during,  and  after  operation,  in 
careful  antisepsis,  in  regulating  the  strength,  character,  and  extent  of  the 
electric  application,  as  well  as  the  length  of  time  it  is  applied,  and  in  estimat- 
ing the  tolerance  of  the  patient  and  her  special  susceptibilities  to  electrical 
influences.  Something  else  of  still  greater  importance  is  demanded  of  the 
operator,  without  securing  which  all  these  safeguards  may  be  valueless, 
namely,  an  accurate  diagnosis.  I had  in  one  case  of  my  own  clear  evidence 
that,  even  when  surrounded  with  every  conceivable  precaution,  this  method 
of  treatment  is  not  devoid  of  danger,  and  that  death  may  occur,  whether  due 
directly  to  the  operative  procedure  itself,  or  indirectly  to  it  and  unpropitious 
conditions  in  the  patient.  In  the  instance  I refer  to,  the  patient  was  a 
woman  of  a nervous  temperament,  manifested  at  times  by  attacks  of  a 
hystero-cataleptic  nature.  These  nervous  attacks  were  precipitated  b}r 
violent  uterine  haemorrhages,  and  were  attended  with  the  most  severe  flatulent 
eructations  I have  ever  heard.  Great  success  with  any  operative  procedure, 
even  in  hands  the  most  endowed  by  nature  with  manipulative  dexterity,  and 
guided  by  the  clearest  intellect,  can  only  be  attained  with  an  experience  in 
which  some  failures  or  blunders  have  taught  the  lessons  which  have  ensured 
the  ultimate  approach  to  perfection.  As  characteristic  of  the  different 
opinions  on  the  value  of  the  method  of  Apostoli,  we  may  quote  the  following- 
views  of  Rokitansky,  A.  Martin,  and  Mackenrodt : — 

Rokitansky  in  Vienna  * reported  results  of  cases  treated  during  two  and  a 
half  years.  There  were  twenty-two  fibromata  of  the  uterus,  one  of  perimetric 


* Wiener -Min.  Wclms .,  1890,  Nos.  47  and  48. 
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exudation,  and  eighteen  cases  of  the  various  forms  of  chronic  endometritis. 
The  total  number  of  sittings  amounted  to  about  G50.  The  greatest  number 
of  sittings  that  any  one  patient  was  subjected  to  was  sixty-three.  Their 
duration  varied  between  five  and  ten  minutes  (in  two  cases  twelve  minutes). 
The  intensity  of  the  current  seldom  exceeded  100  to  110  (once  it  reached 
300)  milliamperes.  This  plan  of  treatment,  he  says,  is  occasionally  valuable, 
but  even  when  used  correctly  and  with  care  it  has  its  dangers,  is  painful, 
slow,  and  does  not  always  produce  the  desired  results,  and  is  often  only  a 
palliative  measure. 

A.  Martin  and  Mackenrodt  * treated  sixty-six  cases  of  uterine  myomata. 
In  the  first  group  (55*5  per  cent.),  for  the  most  part  with  small  tumours,  the 
results  were  favourable,  in  so  far  as  haemorrhage  and  pain  were  lessened  and 
the  general  condition  was  improved.  On  the  other  hand — 

1.  There  was  no  case  in  which  the  tumour  disappeared  ; 

2.  Nor  was  the  size  of  the  tumours  diminished,  beyond  all  doubt.* 

3.  In  twenty  of  the  thirty-six  cases  the  menopause  occurred  during  the 
treatment,  with  regressive  changes  in  the  tumours. 

4.  In  twelve  the  improvement  was  not  entirely  permanent. 

5.  In  44*5  per  cent,  there 'was  no  improvement  at  all ; the  condition  of  the 
patients  grew  worse,  and  three  cases,  8*3  per  cent.,  died  during  treatment. 

On  the  ground  of  their  experience  and  that  of  others,  the  above  authors 
reject  the  Apostoli  treatment  of  myomata. 

Analyzing  some  statistics  of  Keith  and  Schaffer,  they  found  that  of  212 
cases,  in  32  per  cent,  the  symptoms  were  relieved;  in  44  per  cent,  they 
became  worse,  and  nine  patients  (4*3  per  cent.)  died.  In  no  instance  did 
the  tumour  disappear.  Moreover,  the  so-called  ‘ symptomatic  cure  ’ was 
only  permanent  when  the  patient  was  near  the  menopause  at  the  time  of 
the  treatment ; before  this  period  the  haemorrhage  frequently  recurred. 

Granting  that  electricity  is  a palliative  means  of  treating  fibroids, 
it  remains  to  inquire  why  the  results  are  so  variable.  Now  that 
the  various  degenerative  changes  that  occur  in  myomata  are  better 
understood  and  recognized,  it  becomes  all  the  clearer  why  this 
treatment  cannot,  in  certain  cases,  be  beneficial,  nor  indeed  safe  to 
employ.  Also  there  is  the  difficulty  in  carrying  it  out,  the  loss  of 
time  and  the  discomfort — no  small  considerations  with  the  great 
majority  of  cases  that  we  are  called  upon  to  treat. 

Indications  for  Faradization. 

The  following  indications  are  laid  down  by  Apostoli  : — 

Low-tension  Current  (primary  helix  and  thick  wire  bobbin). 

Arrested  involution  and  secondary  post-partum  haemorrhage. 

Subinvolution. 

The  acute  stages  of  perimetritis  and  ovaritis. 


* Dents.  Med.  Wchns .,  No.  2,  1802 
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Low-tension  Current  (primary  helix  and  thick  wire  bobbin)  ( continued ) — 
Chronic  metritis. 

Menorrhagia. 

Amenorrhoea. 

Dysmenorrhoea. 

High  -tension  Current  (thin  and  long  wire  bobbin). 

Vaginismus. 

Oophoralgia. 

If  a current  of  quantity  be  required,  as  in  cases  of  amenorrhoea  or  haemor- 
rhage arising  from  arrested  involution,  the  thick  wire  bobbin  is  used.  If,  on 
the  other  hand,  the  current  of  tension  be  indicated,  as  in  the  pain  of  oopho- 
ralgia, dysmenorrhoea,  and  in  salpingo-ovaritis,  the  thin  and  long  wire  bobbin 
is  used. 

1.  Commence  with  the  simple  vaginal  application,  using  a long  bipolar 

electrode. 

2.  Let  the  current  be  very  mild 
in  the  first  application.  Avoid 
the  infliction  of  any  shock,  and 
be  most  careful  of  any  sudden 
jerking  motion  of  the  bobbin. 

3.  Carefully  judge  by  the  coun- 
tenance and  expression  ; by  ques- 
tioning the  patient  of  her  toler- 
ance of  the  current. 

4.  Apply  the  ‘ vaginismus  ’ elec- 
trode to  the  most  painful  spot  in 
the  vaginal  roof,  and  the  ‘ con- 
centric carbon  ’ uterine  electrode 
to  the  cervix  uteri. 

5.  After  a few  such  sittings  (if 
indicated)  apply  one  of  the  bipolar 
intra-uterine  sounds,  with  the 
same  extreme  care  to  avoid  the 
infliction  of  shock,  and  to  cause 
only  such  pain  as  is  easily  borne 
by  the  patient. 

6.  One  sitting  daily  will,  as  a 
rule,  be  sufficient.  This  should 
last  from  five  to  twenty  minutes, 
its  length  being  regulated  by  the 
effect  produced. 

7.  The  bipolar  sound  should  not  be  introduced  into  the  uterus  during  the 
progress  of  any  acute  inflammatory  affection  of  the  uterus,  ovary,  or 
Fallopian  tube. 


Fig.  G23. — Showing  the  Electrode  in 
the  Uterine  Cavity.  (Bigelow.) 
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Appliances  required  for  the  Faradic  Treatment. 

Battery. — A battery  is  required  which  shall  yield  both  low  and  high  tension 
currents,  capable  of  being  increased  without  any  sudden  jerks,  so  as  to  avoid 
the  infliction  of  shocks.  For 
this  purpose  the  sledge -coil  is 
the  best.  High-tension  bobbins 
of  very  thin  wire  slide  over  the 
low-tension  bobbins  of  thick 
wire. 

Such  a battery  as  that  shown 
at  Fig.  624  (Coxeter)  will  be 
found  to  answer  the  purpose 
admirably.  There  are  two  bob- 
bins of  different  thickness  of 
wire,  and  thus  a current  of 
medium  or  high  tension  can  be 
obtained.  The  terminals  needed 
are  : 

Bipolar  intra-uterine  exciters  (two  sizes). 

A concentric  bipolar  electrode,  for  application  to  the  uterus. 

A bipolar  vaginal  electrode.  The  insulating  substance  is  placed  hori- 
zontally between  the  metal  terminals,  these  latter  being  at  some  distance 
from  each  other. 

A bipolar  (vaginismus)  vaginal  electrode.  The  insulating  substance 
dividing  the  electrode  into  two  is  very  thin,  and  is  placed  vertically, 
and  the  poles  are  thus  carried  to  the  end  of  the  electrode,  so  that  it 
can  be  applied  to  any  painful,  sensitive,  or  neuralgic  spot.  All  these 


Fig.  <!24. — Faradic  Current  Battery 


Fig.  627. — Concentric  Bipolar. 
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terminals  are  insulated,  so  as  to  avoid  any  accidental  shock  to  the 
administrator. 


Fig.  G28. — Bipolar  Vaginal. 


Galvano-caustic  Method. 


The  appliances  required  for  the  galvano-caustic  treatment  and  the  galvanic 

cauterv  are  : 

«/ 

A sulphate  of  mercury  battery,  twenty-four  cell?,  with  double  collector,  by 
means  of  which  each  cell  can  be  tested  separately.  This  battery  remains  in 
action  so  long  as  the  fluid  is  kept  iii  contact  with  the  elements. 

Gas-carbon  Sounds  of  Apostoli. 


The  object  of  these  sounds  is  to  enable  the  operator  gradually  to  increase 


Fig.  030. — Electrode  for  Galvano-chemical  Cauterization 


(one-third  actual  size). 


Fig.  031. — Gas-carbon  Electrode. 
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the  size  of  the  gas-carbon  terminals,  so  as  to  arrive  at  a perfect  eo-aptation  of 
the  electrode  to  the  uterine  cavity.  The  electrode  consists  of : 

(M)  Handle  for  attachment  of  rheophore. 

(E)  Caoutchouc  covering  of  the  metallic  stem,  which  is  marked  by  circular 
grooves  at  regular  distances  of  centimetres. 

(C)  Gas-carbon  terminal  2|  centimetres  long.  This,  being  attached  by  a 
screw  to  the  end  of  the  metallic  stem,  may  be  replaced  by  others 
of  different  diameters.  These  progressively  increasing  diameters 
are  shown  by  the  circles. 


Abdominal  Clay  Electrode. 

Amand  Routli  devised  a flat  tray,  into  the  upper  part  of  which  a plate- 
electrode  is  fixed.  The  clay  is  placed  in  this  tray,  and  if  it  be  kept  in  a 
shallow  basin  of  salt  water  the  electrode  is  always  ready  for  use,  and  the 
mess  caused  by  the  clay  is  avoided. 

Inglis  Parsons  uses  copper  and  lead  plates  with  an  insulator  which  surrounds 
the  edges  ; about  six  layers  of  linen,  damped  with  water,  are  placed  between 
the  plates  and  the  skin.  The  patient  can  hold  the  electrode  in  position 
herself. 

There  are  also  required  a Gaiffe’s  galvanometer,  a water  rheostat,  the 
former  to  measure  the  strength  of  the  current,  and  the  latter  to  equalize  and 
regulate  it. 


Fig.  G33. — Rigid  Platinum  Sound. 


Apostoli  claimed  for  galvano-chemical  cauterization  that  it  gave  relief  in 
the  following  conditions  : — 


Fibroid  of  the  uterus — polypi. 
Hypertrophy  of  the  uterus. 
Sub-involution. 

Acute  and  chronic  metritis — endo- 
metritis. 

Ulceration  of  the  neck  of  the  uterus. 
Peri-uterine  inflammation  (parame- 
tritis, perimetritis,  phlegmon). 


Oophoralgia. 

Ovaritis  and  periovaritis. 
Salpingitis. 

Ovarian  and  tubular  cysts  at  an 
early  stage. 

Atresia. 

Hiematocele. 

Malignant  disease  (Byrne). 


Apostoli  specially  insisted  on  these  precautions  : most  careful  preliminary 
testing  of  the  battery ; avoidance  of  shock  or  jerk  by  a progressive  increase 
of  the  dose,  close  attention  to  the  regulating  rheostat  and  galvanometer, 
careful  adjustment  of  the  intra-uterine  insulated  sound,  according  to  the  size 
of  the  uterus,  proper  application  of  the  abdominal  electrode  to  a healthy  skin, 
avoidance  of  all  force  with  the  sound,  and  thorough  protection  of  the  vagina. 
He  divides  the  operation  itself  into  three  stages.  The  first  embraces  the 
passage  of  the  sound,  the  close  attention  to  the  galvanometer,  and  the  counte- 
nance of  the  patient,  the  avoidance  of  the  infliction  of  pain. 

We  should  commence  slowly,  very  slowly,  to  turn  on  the  cells,  especially 
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if  it  be  the  first  operation  undertaken,  or  if  we  should  not  be  acquainted  with 
the  patient ; at  first  we  go  to  20  or  30  milliamperes.  Then  proceed  to  50 : 
by  this  time  we  gain  the  confidence  of  the  patient,  who  will  soon  find  out 
that  the  electricity  does  not  cause  much  pain.  Then  reach  70,  80,  or  100 
milliamperes,  and  it  is  better  at  this  first  sitting  not  to  go  beyond  this  figure. 

Ir  is  important  never  to  make  the  patient  suffer  too  much,  and 

NEVER  TO  INFLICT  MORE  PAIN  THAN  IS  BEARABLE.  TlIIS  IS  THE  TRUE  CRI- 
TERION WHICH  SHOULD  FIX  THE  LIMIT  OF  THE  DOSE,  it  will,  of  COUI'Se,  Vai'V 

with  each  patient  and  each  disease,  but  the  success  of  the  operation  depends 
on  adhering  to  this  rule.  That  is  why  we  should  apply  the  current  at  the 
beginning  slowly  and  progressively  in  fractional  doses,  and  then  be  guided 
by  the  replies  of  the  patient  in  order  to  gauge  what  she  is  capable  of 
supporting. 

The  second  stage  lasts  for  about  five  minutes,  but  may  extend  to  eight  or 
ten,  never  so  long  in  nervous  and  hysterical  women.  The  steadiness  of  the 
needle  shows  the  continuous  character  of  the  circulating  current.  The  third 
stage  consists  of  the  gradual  stoppage  of  the  current,  and  the  slow  withdrawal 
of  the  sound. 

The  after  treatment  is  most  important.  All  movement  should  be  prohibited. 
The  patient  should  lie  down  at  full  length  during  a time  varying  from  one 
to  several  hours.  The  nature  of  the  uterine  colic  that  often  supervenes 
should  be  explained  to  her.  A sanguineous  or  sero-purulent  discharge  may 
follow.  This  is  treated  by  vaginal  antiseptic  douching. 

Galvano-punctnre. — This  involves  all  the  same  precautions  as  are  taken  in 
the  galvano-caustic  application.  In  the  case  of  vaginal  fluctuating  tumours, 
complete  asepsis  of  the  vagina  must  be  first  secured.  Rest  in  bed  is  essential 
after  each  puncture.  The  trocar  should  be  the  smallest  possible,  and  should 
not  pierce  further  than  from  one  half  to  one  centimetre.  The  rectum  and 
bladder  must  be  carefully  avoided,  any  arterial  pulsation  being  looked  for  by 
the  finger,  and  the  insulated  trocar  guided  to  the  point  of  puncture  by  it.  No 
speculum  is  used.  Without  anaesthesia  from  20  to  50  milliamperes  is 
sufficient  as  a dose.  When  we  go  above  this,  from  100  to  250  milliamperes, 
an  anaesthetic  is  essential.  Elevation  of  temperature  contra-indicates  any 
electrical  treatment. 

In  the  case  of  galvano-puncture  for  fibroid  tumours,  the  following  precau- 
tions have  to  be  taken  : — 

1.  Absolute  and  regular  antiseptic  irrigation  of  the  vagina,  before  and  after 
each  operation. 

2.  Use  as  the  puncturing  instrument  a small  steel  trocar  or  needle,  and  let 
the  punctures  be  shallow,  not  deeper  than  two  or  three  centimetres. 

3.  Make  the  punctures  in  the  most  prominent  part  of  the  fibroid  whenever 
possible  in  the  posterior  cul-de-sac. 

4.  Make  the  punctures  without  a speculum.  Slide  the  trocar  through  the 
celluloid  sheath  which  protects  the  vagina,  after  having  examined  and  chosen 
by  touch  the  point  where  the  puncture  is  to  be  made. 

5.  Ascertain  the  seat  of  any  pulsation,  so  as  to  avoid  wounding  an  im- 
portant vessel. 

6.  In  case  of  any  unusual  haemorrhage,  immediately  dilate  the  vagina  with 
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an  expanding  speculum,  and  if  necessary  put  a pressure  forceps  on  the 
bleeding-point. 

The  positive  pole  is  the  express  remedy  for  the  haemorrhagic  cases,  the 
negative  for  the  non-haemorrhagic.  Apostoli  recommends  the  positive  pole 
in  endometritis,  ulceration,  membranous  dysmenorrhoea,  and  haemorrhage  ; 
the  negative  pole  in  non-haemorrhagic  cases  of  fibroid  tumour,  in  the  chronic 
stages  of  subacute  perimetritis  after  the  positive  pole  has  been  used,  in  the 
non-haemorrhagic  forms  of  chronic  metritis  and  endometritis,  in  galvano- 
punctures,  and  in  pyo-salpinx,  combined  with  strict  antiseptic  precautions ; 
also  for  galvano-puncture  of  fibroid  tumours,  and  in  draining  fluctuating 
vaginal  tumours. 

Apostoli  emphasizes  the  point  that  the  actions  here  referred 
to  are  not  electrolitic,  and  Buckmaster  1 and  Hayes  f point  out 
that  there  is  a chemical  change  at  the  poles  influencing  the 
various  tissues  of  the  tumour.  Hayes  contends  that  oxygen  and 
acids  are  liberated  about  the  positive  pole,  double  the  amount  of 
destruction  of  tissue  occurring  at  the  negative  one.  He  considers 
that  there  are  three  factors  present — one  physical,  due  to  the 
liberation  of  gases ; the  second  chemical,  due  to  the  separation  of 
the  salts  of  the  body  into  the  acids  at  one  pole  and  the  alkalies  at 
the  other  ; and  thirdly,  a physiological  effect,  the  exact  nature  of 
which  is  not  understood. 

* Brooklyn  Med.  Jour.,  Nov.,  1888.  f Brit.  Gyn.  Jour.,  1880. 
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MASSAGE. 

In  view  of  the  importance  of  treatment  by  massage  in  various 
affections  incidental  to  women,  I devote  a few  observations  to  it  as 
a fitting  conclusion  to  this  work.  As  the  name  implies,  massage  by 
itself  simply  means  (/xdcrcrto)  handling  or  manipulating.  We  have 
in  massage,  as  in  many  other  arts,  an  exemplification  of  the  old 
adage,  that  * there  is  nothing  new  under  the  sun,’  for  the  ancient 
Greeks  and  Romans  availed  themselves  of  this  plan  of  treatment, 
and,  indeed,  long  before  them  the  Chinese  had  skilled  rubbers. 

It  is  my  object,  in  these  few  observations,  to  give  my  personal 
experience  of  the  use  of  massage  in  the  various  affections  for  which 
I have  employed  it,  and  to  emphasize  some  matters  of  importance  to 
the  practitioner  who  wishes  to  have  an  intelligent  appreciation  of 
this  plan  of  treatment. 

Some  Varieties  of  Massage. 

By  effleurage  is  meant  a peculiar  stroking  movement  made  with  the  palm 
of  the  hand,  centripetally,  in  the  course  of  the  veins  and  lymphatics,  and  in 
the  direction  of  the  muscular  fibres. 

By  petrissage  is  meant  the  deeper  kneading  of  the  muscles  by  a movement 
of  combined  rolling  and  pressing,  the  muscle  being  seized  and  squeezed,  the 
movement  being  made  in  a centripetal  direction. 

By  friction  we  understand  a combined  movement  of  the  finger-ends  of 
both  hands,  one  being  carried  across  the  axis  of  the  limb  by  repeated  strokes, 
and  the  other  in  the  axis  of  the  limb. 

By  tapotement  we  imply  the  percussion  of  the  muscle  or  limb  with  the 
finger-tips,  or  percussor,  or  with  the  back  of  the  half-closed  hand.  Most 
masseuses  rub  with  oil,  vaseline,  or  lanolin.  This  is  advisable  in  some  cases, 
though  for  my  own  part  I prefer  £ dry  ’ massage,  and  I find  patients  like  it 
better,  as  a rule.  With  it,  as  Murrell  points  out,  you  have  more  muscular 
contraction,  and  the  electrical  currents  are  more  readily  developed  in  the 
tissues. 

By  vibration.  This  is  done  either  through  electric  power  or  by  the  hand 
of  the  masseur  or  masseuse. 

I group  these  various  methods  of  action  under  the  general  term  massage, 
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and  include  with  these  manipulations  certain  flexions  and  extensions  or 
movements  that  are  of  necessity  often  combined  with  them  in  practising  • 
massage.  Yet  the  physiological  fact  must  be  remembered  that  the  nature  of 
the  stimulus,  i.e.  its  character  and  mode  of  application,  applied  to  a muscle, 
influences  not  alone  the  kinetic  energy  of  the  muscle,  but  also  the  force  and 
distribution  of  the  reflex  impulses;  we  do  not  get  the  same  results  wiih 
stroking  as  we  do  with  either  vibration  movements  or  taputement.  With  deep 
kneading  we  have  a different  result  from  that  obtained  by  both  of  the  former 
acts. 

I may  briefly  summarize  the  more  important  physiological  effects  of 
massage  on  muscle,  nerve,  vascular  distribution,  and  lymphatic  supply. 


Muscles. 

The  chemical  and  physical  changes  consequent  upon  stimulation  of  muscles 
and  muscle  action,  which  modern  physiological  research  has  established  : 

{a)  Generation  and  discharge  of  carbonic  acid. 

(b)  Absorption  of  oxygen. 

(c)  Creation  of  lactic  acid  and  other  chemical  changes  in  the  muscle. 

(d)  Probable  slight  increase  in  muscle  temperature. 

(e)  Slight  alteration  in  bulk  of  the  muscle,  attended  by  changes  in  the 
blood-supply,  both  in  quantity  and  character. 

(/)  Generation  of  reflex  impulses.  With  regard  to  this  effect,  it  has  to  be 
remembered,  as  Foster  remarks,  that  11  a muscle,  even  putting  aside  the  visible 
terminations  of  the  nerve,  is  fundamentally  a muscle  and  a nerve  besides.’ 

(g)  Beadier  response  to  electrical  stimuli  after  massage,  and  probable  elec- 
trical changes  ; during  massage,  excitation  in  the  muscle-nerves  excited. 

(h)  An  influence  on  unstriated  muscular  peristalsis. 


Nerves. 


Chemico-physical  molecular  changes  in  the  nerve-tissue  starting  both 
sensory  and  motor  impulses ; these  centripetal  impulses  affect  the  central 
ganglia,  and  influence  both  automatic  and  reflex  actions.  The  phenomenon 
of  inhibition  is  manifested.  Analgesia  is  produced  by  prolonged  and  con- 
tinued pressure. 

The  Vascular  Mechanism. 


The  main  effects  are  to  be  seen  in  the  peripheral  arterial  resistance.  The 
peripheral  resistance  is  generally  lessened  (at  times  may  be  temporarily 
increased)  by  massage.  This  is  principally  due  to  the  following  effects : 
Altered  nutrition  of  parts ; change  in  the  peripheral  vaso-motor  control  ; 
reflex  stimulation  of  the  vaso-motor  centres ; altered  blood-pressure  due  to 
the  presence  of  carbonic  acid  and  loss  of  oxygen  (according  to  Sommerbrot,* 
intra-bronchial  pressure  taking  an  important  part  in  this  action  on  the  heart). 

* Sommerbrot:  ‘Uebereine  bisher  nicht  gekannte  wichtige  Einrichtung  des 
mensclilichen  Organismus.’  Tubingen,  J881. 
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These  effects  are  manifested  in  the  blood-pressure  and  arterial  tension,  primary 
diminution,  secondary  increase. 

The  heart’s  action  may  be  influenced  by  (a)  the  local  reflex  effects  on  the 
skin  and  muscle,  or  through  the  abdominal  nerves,  during  abdominal  massage, 
from  splanchnic  inhibitory  action  ; (b)  by  the  alteration  in  the  arterial  pressure, 
either  local  or  general,  brought  about  by  the  massage.  Such  vascular  changes 
are  necessarily  attended  by  a local  determination  of  blood,  by  alteration  in 
the  velocity  of  the  blood  current,  in  the  metabolic  tissue  changes,  in  the 
nutrition  of  the  parts  manipulated,  in  the  comparative  rapidity  of  the  removal 
of  excrementitious  material.  More  especially  important  are  such  physiological 
effects  if  manifested  in  the  case  of  the  portal  and  renal  circulations. 


Lymphatics. 

In  deep  massage  of  the  extremities,  or  kneading,  the  centripetal  flow  of 
lymph  in  the  tendon  and  fascia  lymph  vascular  spaces  is  expedited.  This 
will  be  the  case  also  in  the  tendinous  and  fascial  structures  composing  a great 
part  of  the  abdominal  wall ; the  processes  of  absorption  and  resorption  are 
promoted;  lymphatic  glandular  activity  is  excited.  The  same  occurs  in  the 
more  superficial  lymph  vessels  from  stroking  the  skin  and  vibration  move- 
ments. During  deep  abdominal  massage  a powerful  influence  must  be 
exerted  on  the  lymphatic  vascular  mechanism  and  on  the  nature  of  the  fluid 
in  the  lacteal  vessels.  This  will  result  directly  from  the  continued  or  inter- 
mittent mechanical  pressure  exerted  through  the  abdominal  wall,  indepen- 
dently of  the  altered  relations  between  the  superficial  and  deep  lymph  currents 
and  the  bloodvessels.  It  must  also  follow  from  the  effects  of  massage  on 
the  portal  circulation.  I allude  to  the  more  rapid  reception  by  the  portal 
blood  of  the  products  of  digestion  which  find  their  way  into  it.  This  tem- 
porary increased  diversion  of  food  elements  necessarily  influences  the  chyle 
and  the  tension  of  the  lacteal  vessels.  Also,  in  general  massage,  followed  by 
abdominal,  through  the  continued  suction  effects  of  increased  respiratory 
movements  and  general  (primary)  diminished  venous  pressure,  the  lymphatic 
flow  is  temporarily  encouraged,  while  through  the  nervous  influence  on  the 
abdominal  vascular  system  generally,  lymphatic  absorption  is  promoted. 

These  physiological  facts,  necessarily  modified  by  the  local  anatomical 
relationships,  can  be  well  applied  to  the  pelvic  structures  in  which  gyne- 
cologists are  more  especially  interested. 

We  may  correlate  such  physiological  effects  of  massage  with 
the  more  manifest  clinical  phenomena  and  effects  noticed  in  its 
practice. 

(1)  Slight  unmediate  changes  in  body  temperature.  These  are  not  constant, 
and  vary,  with  rare  exceptions,  to  the  extent  of  a degree  more  or  less  ; of  this 
I have  satisfied  myself  several  times.  There  is  occasionally  a fall ; this  is  not 
so  common  as  a slight  rise. 

(2)  Decided  increase , as  a ride , in  muscle  nutrition  and  power  of  endurance  ; 
increase  of  muscle  weight. 
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(3)  Restoration  of  reflex  excitability  in  weakened  muscles , and  the  improved 
association  of  reflex  and  automatic  action. 

(4)  Reduction  of  cutaneous  and  muscular  hyper sesthesia , and  relief  of  pain 
arising  from  refected  irritations  in  distant  regions. 

(5)  Increased  effects  of  galvanism  after  massage,  necessitating  reduction  in 
the  strength  of  the  current,  and  increased  care  in  its  employment. 

(G)  Improved  peristaltic  action , as  shown  in  the  case  of  the  nonstriated 
abdominal  muscles  of  the  intestines  and  the  oesophageal  muscles. 

(7)  Improved  nutritive  nerve  changes , as  ive  find  in  the  case  of  muscle. 
These  are  shown  in  restored  nerve  function,  in  healthier  brain  action,  in  the 
production  of  sleep,  in  alleviation  of  perverted  and  distorted  mental  symptoms. 

(8)  Improvement  in  the  tone  and  character  of  the  pulse  under  massage. 
This  good  influence  on  a sluggish  circulation  is  exhibited  in  the  effect  on  cold 
extremities  ; the  same  result  is  seen  in  cases  of  rhythmic  irregularity  of  heart 
due  to  torpid  hepatic  circulation,  flatus,  and  abdominal  obesity. 

The  occasional  attack  of  syncope,  which  I have  seen  in  a few  instances,  is 
the  effect  of  either  a reflex  inhibitory  stoppage  of  the  heart’s  beat,  or  faintness 
arising  from  rapidly  lowered  arterial  pressure.  In  some  patients  vascular 
and  nervous  excitement  are  so  pronounced  when  head  massage  is  tried  that 
it  has  to  be  abandoned.  This  is  shown  in  suffusion  of  the  face  and  eyes,  sense 
of  weight  in  the  head,  mental  excitement,  hysterical  crying ; these  symptoms 
are  followed  by  corresponding  mental  depression. 

(9)  Absorption  of  fat  and  loss  of  weight  due  to  removal  of  excrementitious 
material  and  useless  fat,  with  improved  digestive  powers.  In  these  women 
menstruation  is  frequently  irregular,  or  they  suffer  from  amenorrheea.  They 
are  also  often  sterile.  For  such  patients  the  therapeutic  use  of  massage  must 
be  combined  with  the  enforcement  of  dietetic  rules  and  avoidance^  of  fat- 
forming food. 

[By  an  examination  of  the  urine  passed  before  and  after  the  massage,  we 
can  see  for  ourselves  the  effects  on  the  secretion.] 

(10)  Reabsorption  of  lymph  effusions  and  various  exudations  ; reduction  of 
glandular  hyperplasias. 

While  thus  enumerating  the  physiological  and  clinical  effects  of  massage, 
as  experienced  under  favourable  conditions  of  temperament  and  physique' 
and  aided  frequently  by  other  therapeutical  means— such  as  galvanism  or 
faradism,  baths,  medicinal  agents,  special  dietary — it  must  be  stated  that  the 
process  is  frequently  attended  by  various  exaggerated  or  unexpected  results 
m some  or  all  of  the  directions  enumerated,  which  completely  contra-indicate 
its  employment.  It  is  not  a course  to  be  prescribed  or  recommended  in  a 
careless  or  cursory  manner. 

While  massage  is  a form  of  exercise  in  some  of  its  methods,  exercise  is  not 
massage.  Manual  massage  differs  widely  from  exercise , gymnastic  or  other 
in  (a)  the  nature  of  the  excitation  ; ( b ) the  power  of  its  limitation  to  defined 
aieas,  (c)  the  direct  action  on  the  bloodvessels,  lymphatics,  and  nerves  • (d) 
the  comparatively  slight  evolution  of  body  heat  { (e)  the  passive  attitude  of 
the  subject;  (/)  the  absence  of  the  more  complex  actions  of  a reflex  and 
automatic  nature,  with  the  associated  cerebral  inhibitory  supervision  which 
are  the  necessary  attendants  on  exercise.  The  more  complicated,  or  the  more 
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finely  adjusted,  such  exercises,  the  more  widely  do  they  depart  in  their  nature 
from  the  manipulation  of  massage.  We  might  as  well  compare  the  effects  of 
the  necessary  manipulations,  and  the  physical  labour  or  fatigue  of  the  masseuse 
with  those  on  the  person  rubbed. 

Uses  in  Gynaecology. 

(1)  In  atonic  conditions  generally,  both  of  muscles  and  nerves,  as, 
for  instance,  relaxed  abdominal  walls ; intestinal  flatulent  disten- 
sion ; chronic  tympanitic  states ; chronic  constipation ; those  forms 
of  general  debility  and  lassitude  complicating  menorrhagia,  subin- 
volution, and  other  chronic  uterine  affections. 

(2)  In  reflex  neuroses  arising  from  or  complicating  morbid  states 
of  the  generative  organs  in  women ; so-called  cases  of  irritable 
spine  ; reflex  headache  ; cases  of  ‘ uterine  lameness  ; ’ neuro-mimesis 
of  joints ; torticollis. 

(3)  In  amenorrhoea  arid  dysmenorrhoea,  especially  those  cases 
associated  with  anaemia  and  chloraemia. 

(4)  In  neuralgias  of  the  pelvic  nerves — ociphoria ; in  neurasthenic 
coccygodynia. 

(5)  In  morbid  obesity. 

(6)  In  neurosis  due  to  masturbation. 

(7)  In  hysterical , neurasthenic , or  hypochondriacal  patients  who  have 
no  organic  disease. 

(8)  In  glandular  hyperplasia. 

(9)  In  mammary  infiltrations , in  chronic  mammary  hardening,  in 
threatened  milk  coagulation,  in  mammary  neuralgia. 

(10)  In  chronic  constipation  and  costiveness.  Massage  is  particularly 
useful  in  cases  of  faecal  accumulation.  I believe  the  proper  treat- 
ment for  the  more  obstinate  of  such  cases  to  be  dilatation  of  the 
sphincters  and  emptying  of  the  rectum,  followed  by  galvanism  and 
deep  massage  of  the  abdomen. 

Massage  for  Constipation. — When  massage  is  practised  for  constipation,  the 
woman  should  get  into  the  knee-elbow  position  : the  masseuse  kneels  behind 
and  massages  the  colon  in  its  course  from  the  caecum  to  the  sigmoid.  This 
is  done  by  petrissage  and  vibratory  movements.  The  entire  abdomen  is  next 
manipulated.  Lastly,  the  sponge  of  the  constant-current  battery  is  carried 
over  the  entire  course  of  the  colon. 

Combined  Internal  and  External  Massage. 

Only  those  affections  are  here  referred  to  in  which  I have  had  ample  per- 
sonal proofs  of  the  benefit  of  massage.  Combined  internal  and  external 
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massage  I do  not  include.  It  is  needless  to  insist  on  the  care  which  is 
necessary  in  carrying  out  such  a plan  of  treatment,  llow  far  abuse  of  it  has 
been  practised  we  need  not  discuss.  IIow  far  possible  advantages  may  be 
overbalanced  by  the  certain  evils  it  is  not  difficult  to  surmise.  There  have 
been  only  too  numerous  examples  of  this  abuse  of  massage  brought  to  light 
from  time  to  time. 

Personally,  I have  no  experience  of  its  value  in  metritis,  ovarian  tumour, 
perimetritis,  cystitis  and  uterine  tumours,  and,  not  having  tried  its  efficacy,  1 
do  not  express  any  opinion  on  the  results  of  this  treatment  in  the  hands  of 
those  who  have. 

Massage  and  pelvic  gymnastics  have  been  practised  by  Brandt  of  Stock- 
holm, Schauta,  and  others,  especially  in  descent  and  prolapse  of  the  uterus. 
Schultze’s  manipulative  treatment  of  retroversion  has  been  referred  to.* 
It  consists,  briefly,  of  (1)  elevation  of  the  uterus  by  a plan  of  combined 
internal  and  external  manipulation,  followed  by  (2)  massage  of  the 
uterus  and  its  ligaments,  principally  by  external  movements  in  the  direc- 
tion of  the  internal  os  from  the  fundus,  the  uterus  being  supported 
against  the  abdominal  wall  by  the  assistant’s  finger  in  the  vagina.  These 
uterine  movements,  etc.,  are  followed  b}^  (3)  pelvic  gymnastics,  the  patient’s 
thighs,  as  she  lies  in  the  lithotomy  position,  being  forcibty  abducted,  while 
she  resists,  at  the  same  time  that  she  raises  the  sacrum  from  the  couch,  and 
supports  herself  on  the  elbows  and  feet.  Lastly  (4)  tapotement  of  the  lumbar 
and  sacral  vertebra  is  practised  with  the  clenched  fist.  Alfred  Smith  devised 
a uterine  elevator  which  the  patient  can  herself  use  to  raise  the  uterus,  and 
thus  avoid  the  necessity  for  an  assistant’s  fingers  in  the  vagina.f 

Dangers  of  Massage. — It  would  seem  superfluous  to  speak  of  the 
dangers  attending  the  use  of  massage  in  pelvic  inflammations,  and 
the  risks  of  an  uncertainty  of  diagnosis  both  as  to  the  situation  and 
character  of  effusions,  but  that  in  works  on  massage  its  employment 
is  advised  by  various  authorities  in  these  conditions.  The  respon- 
sibility of  administering  it  in  acute  pelvic  cellular  or  peritoneal 
inflammations  should  rest  with  no  one  save  a qualified  medical 
manipulator.  Even  in  cases  of  chronic  lymph  or  serous  exudations 
in  the  pelvis,  no  nurse  should  be  entrusted  with  the  administration 
of  internal  massage,  and  no  one  should  advise  it  save  a physician 
well  versed  in  the  diagnosis  of  such  diseases. 

I have  been  consulted  by  patients  who  were  ‘rubbed’  for  fibroid  tumour 
and  ovarian  cyst.  The  kinetic  energy  here  might  have  been  more  safely 
expended  on  the  lady’s  boots.  Not  long  since  a patient  with  contracted 
vulvar  orifice,  tubercular  degeneration  of  the  vaginal  wall,  and  severe  uterine 
haemorrhage,  consulted  me.  The  haemorrhage  was  stopped.  I next  learned 
that  she  was  being  ‘ rubbed.’  A lady  friend  recommended  it,  and  a doctor, 

* See  chapters  on  Displacements. 

f Smith,  ‘ Transactions  of  the  Academy  of  Medicine  in  Ireland,  1880.’ 
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without  seeing  her,  had  sent  the  masseuse.  She  was  being  ‘ cured.’  The  next 
thing  I heard  of  her  was  that  she  was  dangerously  ill.  Death  followed 
shortly  afterwards.  This  is  an  example  of  the  vulgar  abuse  of  massage. 

Conclusions. 

All  medical  men  who  resort  to  massage  would  do  well  to  take 
these  precautions — 

1.  To  select,  after  careful  personal  inquiry  and  questioning,  their  own 

masseuse,  who  must  be  an  intelligent,  cheerful  woman,  with  excep- 
tional tact  and  decision  of  character.  She  requires  strength  of  body 
as  well  as  of  will,  while  with  these  there  must  be  combined  gentleness 
and  patience.  She  must  be  a woman  calculated  to  inspire  hope  and 
confidence,  and,  above  all,  reticent  in  speaking  of  other  patients  or 
their  ailments. 

2.  To  see  that  she  has  some  elementary  knowledge  of  anatomy  and  physi- 

ology, and  the  position  of  the  muscles  and  bones. 

3.  To  regulate  the  kind  and  the  times  of  massage;  the  intervals  of  rest, 

exercise,  and  the  dietary. 

4.  If  pursuing  the  Weir-Mitchell  plan  of  rest,  feeding,  and  seclusion,  per- 

sonally to  watch  its  effects  on  the  patient,  and  not  to  adopt  this  method 
of  treatment  without  careful  supervision. 

It  is  well  to  endeavour  to  have  a modified  system  of  massage  (so 
far  as  is  possible)  persevered  in  for  some  time  after  the  patient  is 
removed  home. 

5.  To  begin  in  most  cases  with  general  massage  of  the  extremities,  trunk, 

and  back-muscles,  gradually  practising  abdominal  massage.  This  rule, 
of  course,  does  not  apply  to  those  cases  in  which  abdominal  massage 
is  especially  indicated. 

6.  Not  to  use  massage  immediately  before  or  after  meals,  although  some 

light  nourishment  may  be  taken  previous  to  the  rubbing.  The  patient 
should  generally  rest  for  an  hour,  and,  if  she  sleep,  should  not  be 
disturbed.  When  she  wakes  she  may  be  given  a seaweed  or  pine 
bath,  and  be  well  rubbed  down.  Then  she  should  have  her  drive  or 
light  exercise.  The  best  time  for  massage  is  in  the  morning.  I prefer 
the  hour  of  eleven  a.nr.  The  duration  of  the  seance  will  depend  on 
the  nature  of  the  case.  Two  short  seances  in  the  day  are  sometimes 
better  than  one  prolonged  massage.  The  practitioner  will  find  that 
much  of  the  success  of  his  treatment  will  depend  on  the  type  of 
woman  he  selects  for  his  cases. 

Vibration  Treatment  of  Fibromata  and  Adnexal  Affections. 

Jayle  and  De  la  Croix  de  Lavalette  * first  treated  uterine  and 
adnexal  affections  by  mechanical  vibrations  ( Sismoiherajpic  mecha- 
nique).  Sismotherapic  treatment  has  the  advantage  of  being  very 
* Revue  de  Gyntcologie , Pozzi,  July-August,  1899. 
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simple— any  one  can  practise  it ; and  there  is  no  necessity  tor 
vaginal  manipulations. 

They  claim  for  it  that  it  is  a palliative  therapeutic  method  which 
can  be  employed  in  all  cases  in  which  no  suppurative  conditions  of 
the  adnexa  are  present,  or  other  suppurative  states  of  the  pelvis. 
Cases  are  reported  in  which  fibromas  have  been  successfully  treated 
so  far  as  the  reduction  of  the  size  of  the  tumour  and  the  arrest  of 
haemorrhage  are  concerned.  Relief  of  congestion  of  the  pelvic 
basin,  and  improvement  of  the  intestinal  circulation,  are  brought 
about. 


Fig.  G34. — Application  in  the  Reclining  Position  and  with  a Finger 

making  Pressure  in  the  Vagina. 


The  indications  for  the  treatment  are  fibromas  with  haemorrhage, 
inter-menstrual  fluxes,  erratic  pelvic  pains,  general  nerve  states, 
chronic  salpingo-oophoritis  of  a non-suppurative  character,  general 
debility,  when  attendant  upon  some  disorder  of  the  female  genital 
organs,  and  gastric  intestinal  atony. 

Appliances. — There  are  various  vibrators.  A large  one  for  interchangeable 
excitations;  a small  hand  machine  in  which  there  is  a dynamo  mounted 
on  a socket  and  fixed  to  a handle.  Different  exciters  may  be  attached 
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1' ig.  635. — Electrical  Motor  and  Cable  with  Stem. 


Fig.  636. — Electrical  Hand  Vibrator. 
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to  this  hand  apparatus.  It  is  recharged  with  an  ordinary  communicator. 
The  third  is  the  machine  shown  in  the  text.  It  is  composed  ol  a small 
electrical  motor  which  acts  directly  with  an  alternative  current  ol  110  volts, 
giving  a force  of  15  kilogrammetres  with  a rapidity  of  1800  to  2000  revolu- 
tions to  the  minute.  This  stands  on  a small  table  alongside  the  bed,  and  on 
this  is  placed  a short-circuit  apparatus,  an  interrupter  and  rheostat  enabling 
the  operator  to  regulate  the  rapidity  of  the  motor.  The  table  is  so  connected 
with  the  current  from  the  main  by  a flexible  cable  as  to  enable  it  to  be 
attached  to  the  socket  of  any  incandescent  lamp.  The  rotatory  movement 
is  transmitted  to  a concuteur,  which  is  directly  attached  to  the  cylinder  of  the 
motor.  The  vibratory  motion  is  thus  transmitted  through  the  small  pads 
attached  to  the  plaque,  which  is  fixed  to  a stem  that  is  connected  with  the 
flexible  cable  by  a form  of  bayonet  catch,  and  thus  the  plaque  lias  conveyed 
to  it  the  necessary  vibratory  movement.  The  plaque  is  now  applied  to  the 
part  it  is  desired  to  massage,  and  the  movement  is  communicated  to  it.  The 
sitting  lasts  from  ten  to  twenty  minutes.  The  morning  hour  after  the  break- 


Fig.  637. — A Few  Concuteurs. 


fast  meal  is  the  preferable  time,  and  the  patient’s  bowel  and  bladder  should 
be  emptied  before  the  massage  is  commenced.  After  each  sitting  the  patient 
should  rest  for  a quarter  of  an  hour  on  the  back  or  in  the  prone  position. 
There  need  be  no  interruption  of  the  patient's  occupation,  though  it  is  not 
well  that  she  should  overdo  exescise  while  the  treatment  is  being  carried  out. 
During  the  application  the  woman  should  lie  on  her  back,  and  the  vibratory 
plate  is  simply  applied  to  the  abdominal  wall  on  a level,  say,  with  the  fibroma, 
if  it  should  be  used  for  a tumour;  or  one  or  two  fingers  of  the  left  hand  are 
introduced  into  the  vagina,  and  counter-;  ressure  is  made  from  within  in  the 
direction  of  the  part  to  which  the  application  is  being  made.  No  pressure, 
however,  should  be  such  as  to  prevent  the  vibrations  from  traversing  the 
abdominal  wall  or  the  pelvic  organs.  The  treatment  may  have  to  be  con- 
tinued from  some  six  weeks  to  three  months.  More  patience  is  demanded 
for  the  completion  of  the  cure  than  we  are  likely  to  secure  from  the  majority 
of  patients. 


CHAPTER  LIT. 


SOME  EUROPEAN  SPAS  INDICATED  IN  PELVIC 
AND  OTHER  ASSOCIATED  AFFECTIONS  OF 
WOMEN. 

W e are  often  consulted  as  to  the  spa  the  waters  of  which  are  specially  indi- 
cated for  the  particular  case  under  consideration.  The  following  tables  are 
inserted  for  ready  reference,  and  from  them  a selection  may  be  made.  The 
list  does  not  by  any  means  include  the  names  of  all  the  Continental  spas. 
Those,  however,  are  selected  which  are  universally  regarded  as  the  most 
efficient  for  the  particular  diseases  embraced  in  each  table.  The  nature  of 
the  water  of  each  spa  is  roughly  indicated.  Of  our  British  spas,  that  of 
Woodhall  for  inflammatory  pelvic  conditions,  tumours,  and  old  exudations; 
those  of  Harrogate,  Strathpeffer,  Llandrindod  Wells  in  anaemic  states; 
of  Bath,  Harrogate,  Lisdoonvarna,  Llandrindod  AVells,  Strathpeffer,  Buxton, 
in  gouty  conditions,  obesity,  and  defective  biliary  metabolism  generally;  of 
Bath,  Buxton,  Harrogate,  and  Leamington,  in  affections  of  the  urinary  organs ; 
Woodhall  Spa  in  tubercular  states  and  glandular  enlargements,  are  respec- 
tively  the  most  powerful.  Where  a pelvic  affection  is  complicated  by  a 
rheumatic  state,  Droitwich  baths  and  Woodhall  are  the  two  for  selection. 


(The  nature  of  the  water  is  roughly  given,  aucl  the  situation.) 
Pelvic  Affkctions  of  Women. 


NAME. 

CHARACTER  OF  WATER. 

SITUATION. 

*Aachen  (Aix  - la  - 
Chapelle) 

Syphilitic  conditions 

Salts,  with  iodine  and  bromide 

. 

Rhenish  Prussia. 

Adelheidsquelle  ... 

Bavaria. 

Bareges 

Sulphurous 

Hautes-Pyrenees. 

Bourboule,  La 

Highly  arsenical  

Puy-de-D6me. 

*Brides-les-Bains  ... 

Alkaline  

Savoy. 

*Carlsbad  ... 

))  • • . • • • • • • 

Bohemia. 

Carlsbrunn 

Ferruginous  (effervescing)  ... 

Silesia. 

Eaux-Chaudes 

Sulphurets  with  chlorides  ... 

Basses-Pyrenees. 

Ems  

Alkaline 

Duchy  of  Nassau. 
Pyrenees-Orientales. 

Les  Escaldas 

Sulphurous,  etc. 

*Franzensbad 

Ferruginous;  alkaline 

Bohemia. 

* Those  spas  marked  with  an  asterisk  are  ones  which  the  author  can  most 
strongly  recommend  in  affections  of  the  pelvic  organs  of  women. 
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SPAS  ( continued ). 


Pelvic  Affections  of  Women  ( continued ). 


NAME. 

CHARACTER  OF  WATER. 

SITUATION. 

*\Vilbad-Gastein  ... 

Electrical  

Duchy  of  Salzburg. 

*Kissingen 

Saline  (chlorides)  

Bavaria. 

*Kreuznachf 

Saline  ; strongly  iodized ; mud 

baths... 

Rhenish  Prussia. 

*Marienbad 

Ferruginous  and  alkaline 

Austro-Hunsary. 

Nenndorf 

Sulphates  and  saline... 

N or  t h - w est  G erm  an  y . 

*Plombieres 

Various;  ferruginous... 

Vosges. 

*Royat  

Arsenical  and  iron  

Puy-de-Dome,  France. 

Salins-Moutiers  ... 

Various;  ferruginous,  chlo- 

rides,  and  iodides 

Savoy. 

*Sa]somaggiore 

Bromine,  iodiue,  and  ferrugi- 

nous  •••  . « « •••  • • • 

Prov.  Emilia,  Italy. 

Uriage 

Saline ; sulphurous 

Isere,  France. 

* Wood  hall 

Bromine  and  iodine  ... 

Lincolnshire. 

Anaemic  States. 


Bagncres  de  Bigorre 

Ferruginous  and  arsenical  ... 

Hautes-Pyrenees. 

Carl  sb  run  n 

• • • 

Ferruginous  ... 

Silesia. 

Chatel-Gyon 

... 

Chlorurets  of  sodium  and  mag- 
nesium, and  ferruginous  ... 

Puv-de-Ddmc. 

^Felixstowe 

• • • 

v • • • • • • • • • 

Suffolk. 

Flitwick  ... 

• • 

Ferruginous  ... 

Bedfordshire. 

*Franzensbad 

• • • 

Alkaline;  ferruginous 

Bohemia. 

Harrogate 

• • • 

Sulphurous  and  ferruginous... 

Yorkshire. 

Levi  co 

• • • 

Ferruginous  and  arsenical  ... 

Trentino,  Austria. 

*JYIarienbad... 

... 

Ferruginous  and  saline 

Austro-Hungary. 

Pyrmont  ... 

• • . 

Ferruginous  

Waldeck. 

Rippoldsau 

• • • 

Saline;  chalybeate  

Black  Forest. 

*Royat 

• • • 

Arsenical  and  iron 

Puy-de-Dome,  France  1 
(1,480  feet). 

*Salsomaggiore 

• • • 

Ferruginous 

Prov.  Emilia,  Italy. 

*Scliwalbach 

• • • 

,,  » . • ...  ... 

Nassau. 

*Spa 

*Stahlbrunnen 

of 

55  • • • • • • • • • 

Belgium. 

Homburg 

• • • 

55  ...  . . . . . • 

Central  Germany. 

Strathpeffer 

• • • 

Ferruginous  and  sulphurous 

Perthshire. 

Tunbridge  Wells 

• • • 

Ferruginous 

Kent. 

Vais 

i • i 

55  ...  ...  ... 

Ardeche,  France. 

f Woodliall  Spa  water  is  in  every  respect  equal  to  Kreuznach,  and  is  a more 
powerful  bromated  spa.  Also,  the  climate  is  not  so  enervating  as  that  of  the 
German  resort. 


1020 


DISEASES  OE  WOMEN. 


SPAS  ( continued ). 


Glandular  Organs  (Tuberculous  Affections). 


NAME. 

CHARACTER  OF  WATER. 

SITUATION. 

Ashby-de-la-Zoucli 

Saline 

Leicestershire. 

Eaux-Bonnes 

Alkaline  sulphates  ... 

Basses-Pyre'nees. 

Eaux-Chaudes 

Sulphurets;  chlorides 

*Ischl  

Sulphurous  

Austria. 

*Kreuznacli 

Bromine  and  iodine  . . . 

Rhenish  Prussia. 

Leamington 

Chlorides  

Warwickshire. 

Leuk  

Sulphates,  etc. 

Switzerland. 

Lichtenthal 

Ferruginous  

Baden. 

*Marienbad... 

Alkaline 

Austro-H  un  gary . 

*Reichenhall  ... 

Saline  ... 

Upper  Bavaria. 

*Salsomaggiore  . . . 

Ferruginms  

Prov.  Emilia,  Italy. 

*Sankt  Moritz 

Alkaline 

Switzerland. 

*Tarasp  

55  •••  •••  •••  ••• 

*Woodhall  Spa  ... 

Bromine  and  iodine  „ 

Lincolnshire. 

Defective  Biliary-  Metabolism  and  Gout. 


*Aix-les-Bains 

Sulphurous  

1 *Aix-la-Chapelle  ... 

Alkaline  and  sulphates 

*Baden-Baden 

Alkaline;  chloride  of  sodium 

Baden 

Alkaline  

*Bath 

Alkaline  and  sulphates 

Bilin 

Alkaline  (carbonates) 

j *Bourbonle,  La 

Arsenical,  etc.  

*Brides-les-Bains  ... 

Alkaline 

I *Buxton  

Various  spas  ... 

*Carlsbad  

Alkaline;  soda  salts 

Cheltenham 

Various  spas 

*Contrexeville 

Alkaline  

Ems  

5,  ...  ...  ... 

* Harrogate 

Sulphur;  iron;  saline 

*Homburg 

Alkaline,  with  iron  and  sulphur 

*lvissingen 

Saline  (chlori  des) 

Leamington 

Alkaline  

*Lisdoon  varna 

Sulphur,  etc 

*Llandrindod  Wells 

*Marienbad 

Saline  (with  iron) 

*Nauheim 

Saline  (chloride  of  sodium)  ... 

*Plombieres 

Various;  ferruginous 

Pougues 

Alkaline  and  ferruginous 

*Strathpeffer 

Sulphur  and  sulphates,  etc.  ... 

*Vals  

Alkaline  and  alkaline  earth 

(bicarbonates) ; various  spas 

* Vichy  

Alkaline  and  alkaline  earth 

(bicarbonates) ; various  spas 

Savoy. 

Rhenish  Prussia. 
Duchy  of  Baden,  Ger- 
many. 

Austria  — outside 
Vienna. 
Somersetshire. 
Bohemia. 

Puy-de-Dome, France. 
Savoy. 

Derbyshire. 

Bohemia. 

Gloucestershire. 

Vosges. 

Germany. 

Yorkshire. 

Central  Germany. 

Bavaria. 

Warwickshire. 

Co.  Clare,  Ireland. 
Brecknocksh.,  Wales. 
Bohemia. 
Hessen-Nassau. 
Vosges. 

Nievre,  France. 
Ross-shire. 

Ardeche,  France. 

Central  France. 
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SPAS  ( continued ). 

Defective  Biliary  Metabolism  and  Gout  ( continued ). 


NAME. 

CHARACTER  OF  WATER. 

SITUATION. 

* Vittel 

Various  salts  (sulphates  and  bi- 

carbonates  of  lime  and  mag- 

nesia;  iron,  and  manganese) 

Vosges. 

* Wiesbaden 

Saline  (chlorides) 

Nassau. 

*Wilbad  

Electrical  baths 

Black  Forest. 

Affections  of  the  Urinary  Organs. 


Baden-Baden 

Chloride  of  sodium  (arsenic  and 

lithium) 

Duchy  of  Baden. 

* Buxton  

Various;  carbonate  of  lime; 

iron  ... 

Derbyshire. 

Carlottenbrunnen . . . 

Chalybeate 

Silesia  (whey  cure). 

*Carlsbad  

Alkaline;  soda  salts... 

Bohemia. 

*Contrexeville 

Alkaline 

Vosges,  France. 

*Ems  

^ •••  •••  ••• 

Nassau. 

* Harrogate 

Various  sulphur  spas ; also  iron 

and  saline  ... 

Yorkshire. 

*Homburg  ... 

Alkaline,  with  iron  and  sulphur 

Central  Germany. 

*Kissingen  ... 

Saline  (chlorides) 

Bavaria. 

Mannheim 

Saline  ...  ...  ...  ... 

Central  Germany. 

Marienbad... 

Alkaline  and  ferruginous 

Bohemia. 

Montecatini 

Saline,  various 

Lucca,  Italy. 

Neuenahr 

Alkaline 

Rhenish  Prussia. 

*Vals  

A lkaline  and  alk  aline  earth  (bi- 

carbonates)  ; various  spas . . . 

Ardeclie,  France. 

*Vichy 

Alkaline  and  alkaline  earth  (hi- 

carbonates)  ; various  spas  ... 

Allier,  France. 

*Vittel 

Alkaline;  various  salts  (Grande 

Source) 

Vosges,  France. 

Wild  un  gen 

Alkaline 

Waldeck. 

Affections  of  tiie  Nervous  System. 


Ems  

Alkaline;  muriatic  ... 

Duchy  of  Nassau. 

*Wilbad-Gastein  ... 

Electrical  

Duchv  of  Salzburg. 

Levico 

Ferruginous;  arsenical 

Trentino,  Austria. 

Marienbad... 

Ferruginous;  alkaline 

A ustro-Hungary. 

*Nauheim 

Saline  and  ferruginous 

Hessen-Nassau. 

Plombieres 

Various;  gas  baths  ... 

Vosges. 

*Rippoldsau 

Saline  effervescent;  chalybeate 

Black  Forest. 

Ragatz  

• ••  •••  » ••• 

France. 

Salins 

Various 

Savoy. 

St.  Sauveur 

• ••  •••  •••  • a • • a • 

France. 

Teplitz-Schbnau  ... 

Alkaline  and  saline  ... 

Austria. 

INDEX. 
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For  Instruments  and  Appliances,  see  end  of  Index. 
For  Names  referred  to  in  text , see  List  of  Authorities. 


Abdomen  : 

examination  of,  83-86 
measurements  of,  61,  84 
palpation  of,  84 
paunched,  754 
percussion  of,  85 
sterilization  of,  128 
toilet  of,  134 
Abdominal  wound, 
dressing  of,  538 
examination  of,  544,  545 
re-opening  of,  545-548 
Abscess  : 

of  vulvo-vaginal  glands,  3,  826 
pelvic,  159 
rectal,  972 

sub-urethral,  886,  887 
Absence  of  genitalia,  42,  176,  807,  852 
Adenoma  : 

of  cervical  glands,  550 
of  ovary,  737-739 
of  uterus,  321,  415-420 
Adhesions,  422-424,  480,  494,  502,  505, 
513,  661 

diagnosis  of,  7,  61,  762 
Adnexa : 

conservative  operations  on,  683- 
687 

position  of,  480 
Adrenalin,  819 
Alcoholism,  729 
Amenorrhoea,  171-184 
causation  of,  172 
confounded  with  pregnancy,  172- 
174 

diagnosis,  172 
treatment,  181-184 
Amputation  : 

of  cervix,  302-304,  320 
of  uterus,  321 
Ancemia  and  chlorosis,  174 
previous  history  in,  175 
treatment  of,  111 


Anfesthesia,  local,  79 
Anaesthetics  : 

choice  of,  75-80 
in  examinations,  91 
rules  for  administration  of,  7S 
Analgesia,  spinal,  79 
Angioma  of  liver,  953 
Angiotripsy,  509,  510 
Animal  extracts,  583 
Anteflexion  of  uterus,  193,  238-244 
operations  for,  242,  243 
Anteversion,  233-238 
Antiseptics,  125 
Aperients,  195-197,  985 
Appendicitis,  42,  364,  956 
Appendix  : 

anatomy  of,  41 
concretions  of,  43 
Appliances.  See  end  of  Index 

for  examination  of  case,  51,  52, 
56-82 

for  examination  in  private  house, 
116 

sterilization  of,  116 
Arteries,  ligation  of,  456,  457 
Artificial  serum,  536 
Ascent  of  uterus,  311,  312 
Asepsis  and  antisepsis,  107-141 
differentiation  of,  109-111 
importance  of,  107-109 
in  operating  theatre,  111 
in  private  house,  114 
Aspiration,  144 

Atmocausis  and  zestocausis,  336-342 
Atresia  : 

of  uterus,  851,  854 
of  vagina,  851,  855 
of  vulva,  798 
Attendant  in  study,  60 

Bactebiology,  137-140 
Bathing,  180 
Balloon,  vesical,  908 
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Bladder : 

affections  of,  894-919 
calculus  in,  913 
cancer  in,  910,  914 
changes  in,  906,  910 
cystitis,  904,  905 
cystoscopy  of,  895 
dilatation  of,  901 
drainage  of,  908 
examination  of,  894 
exstrophy  of,  902 
hypersemia  of  trigone,  903 
irritability  of,  903,  904 
malformations  of,  902 
papilloma  of,  918 
prolapse  of,  309 
sarcoma  of,  916 
stone  in,  911,  912 
surgical  treatment  of,  897,  907, 
911-913,  917,  918 
tuberculosis  of,  910,  911 
tumours  and  growths  of,  914-919 
Bowel : 

management  of,  537,  540,  583 
perforation  of,  365 
protection  of,  481,  543 
Broad  ligaments  : 

anatomy  of,  18,  19 
cysts  of,  669,  742 
division  of,  482 
fibromata  of,  474 
tightening  of,  265 
Vineberg’s  operation  on,  277 
Bronze-aluminium  wire,  121 

Calculi,  893,  911.  934,  935,  961-963 
Cancer  : 

age  in,  563 

choice  of  operation  in,  589 
complications  of,  569 
constipation  in,  583 
correlation  of  pelvic  lymphatics 
in,  552,  553 
diagnosis  of,  671-673 
differentiation  of,  565,  578 
discharge  of,  569 
electro-thermic  hsemostases  in, 
499,  501 

forestage  of,  551 
haemorrhage  in,  581 
implantation  of,  553 
in  pregnancy,  565,  600 
influence  of  lymphatic  distri- 
bution on,  585 
inoperable,  583,  584 
invasion  of,  555 

microscopical  examination  of, 
560,  561 

of  cervix,  553,  567,  587 
of  Fallopian  tubes,  679 
of  kidney,  45,  950 
of  ovaries,  742 


Cancer  ( continued ) : 

of  portio  vaginalis,  567 
of  rectum,  981 
of  uterus,  550-604 
of  vagina,  864-866 
of  vulva,  808,  820 
pathogeny  of,  551,  552 
physical  signs  of,  570,  571,  672 
predisposing  causes  of,  562 
prognosis,  579 
renal  complications  in,  569 
sedatives  in,  581 
symptoms  of,  567,  577 
treatment  of : 

palliative  and  general,  580- 
584 

surgical,  584,  587-604 
varieties  of : 

adenoma  malignum,  550 
carcinoma,  553,  563-566 
chorion  epithelioma,  605-619 
medullary,  558-560 
scirrhus,  557 
vascular  supply  of,  558 
Catheters,  use  of,  136,  924 
Cauterization,  347,  924-929 
Cautery,  galvanic,  144 
Cervical  glands,  adenoma  of,  550 
Cervix : 

amputation  of,  302-304,  320,  587- 
589 

cancer  of,  553,  567,  587 
cysts  of,  357,  358 
degeneration  of,  356-358 
depletion  of,  143 
dilatation  of,  393,  394 
division  of,  144,  145,  242,  243 
elongation  of,  286 
erosion  of,  352-358 
examination  of,  391 
hypertrophy  of,  357 
incision  of,  242-244 
laceration  of,  386-391 
scarification  of,  356 
stenosis  of,  22,  242,  243 
tuberculosis  of,  631 
Childbed,  examination  in,  391 
Children : 

cystomata  in,  733 
disease  of  Fallopian  tubes  in,  731 
gonorrhoea  in,  734,  735 
ovarian  disease  in,  92,  731 
pelvic  organs  of,  92 
rectal  exploration  in,  92 
sarcoma  in,  868 
vulvo-vaginitis  in,  824-826 
Cliorion-epithelioma,  866 
Chloride  of  zinc  treatment,  347,  5S8 
Climacteric,  44,  53 
Clinical  thermometer,  value  of,  75 
Clitoridectomy,  224 
Clitoris,  3,  4,  807 
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Clitoris  ( continued ) : 
anatomy  of,  3 
carcinoma  of,  808 
fibroma  of,  809 

Closure  of  abdominal  wound,  134 
Coccygodynia,  987-989 
Coeliotomy,  466-468 

in  tuberculosis  of  genitalia,  645 
Colpectomy,  307 
Colpocystotomy,  918 
Colpoperineorrhaphy,  300-304 
Colporrhaphy,  308 
Colpotomy,  787-790 
Conservative  operations,  683-687 
value  of,  780-782 
Constipation,  195-197,  583,  985 
Curettage,  155-161,  262,  330,  336 
dangers  of,  24,  159,  161 
value  of,  155 

Cutaneous  affections  of  vulva,  809 
Cycling,  dangers  of,  179 
Cystitis,  904-907 
bacteria  in,  905 
causation  of,  904 
gonorrhoeal,  909 
post  operative,  909 
treatment,  906-908 
tubercular,  910 
urine  in,  910 

Cystocele,  complicating  prolapse,  279 
Cystoscopy,  895 
Cystotomy,  907,  911,  913 
Cysts : 

blood,  727,  829 
broad  ligament,  669,  742 
congenital,  886 
dermoid,  739,  742 
G-artnerian,  744 
hydatid,  860,  950,  951 
of  Fallopian  tubes,  659 
of  kidney,  949,  950 
of  labia,  3 
of  urethra,  886 
of  vagina,  860 
papillomatous,  745-747 
paroophronic,  742 
retro-rectal,  742 
rupture  of,  384 

Deciduoma  Malignum.  See  Chorion- 
epithelioma 

Dental  pulp,  congestion  of,  189 
Dermoids,  662,  739,  742 
Descent  of  uterus.  See  Prolapse 
Diagnosis : 

errors  in,  435-440 
the  microscope  in,  88 
the  ophthalmoscope  in,  98 
Dilatation : 

by  tent,  80,  81,  429 
dangers  of,  80,  159,  160 
forcible,  81,  82,  913,  984 


Dilatation  (continued) : 
importance  of,  393,  394 
in  myoma,  429 
of  sphincter  ani,  197 
of  urethra,  891,  892 
Discharges,  56,  95-98,  569 
Displacements,  uterine,  233-325 
Distension,  tympanitic,  537 
Douglas’  pouch,  13 
Drainage,  135,  370,  371 
Dressings,  sterilization  of,  116-123 
Dysmenorrhcea,  171,  186-204 
causes  of,  189-194 
classification  of,  171 
electrolysis  in,  204 
galvanism  in,  199 
in  polypus  uteri,  201,  393,  394 
operative  interference  in,  145, 194, 
210 

pain  of,  186,  202 
pigmentation  in,  189 
symptoms  of,  190 
treatment  of,  195-204 
use  of  pessaries  in,  236-238,  244, 
255-258 
varieties  of : 

congestive,  189 
membranous,  203 
neuralgic,  201 
obstruction,  189-194 
ovarian,  189 
spasmodic,  190-192 
Dyspareunia,  567,  816,  839,  992,  997 

Echinococcus  of  genitalia,  861,  951. 

See  Hydatid  cysts 
Eclampsia,  98 

Ectopic  gestation.  See  Extra-uterine 
pregnancy 

Eczema  of  vulva,  810,  811 

of  urethral  orifices,  920-922 
Electro-therapeutics,  999-1007 
appliances  for,  1003-1005 
dangers  of,  1000 
galvano-caustic  method,  1004 
galvano-puncture,  1006 
indications  for,  1001 
limit  of  dose,  1006 
precautions  after  operations,  1006 
Electrothermic  hsemostases,  496-504 
advantages  of,  496,  504 
Elephantiases,  830-832 
Endometrectomy,  342 
Endometritis,  328,  336,  342-347 
chronic,  331 
fungous,  575 
haemorrhagic,  334 
hyperplastic,  336 
treatment  of,  336-347 
tubercular,  682 

Endometrium,  micro-organisms  in, 
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Endo-salpingitis,  656,  682 
Endothelioma  of  ovary,  776 
of  rectum,  986 
Enemas,  986 
Episiorrkaphy,  304 
Erosion  of  cervix,  352-358 
Esthiomenic  menstrual  ulcer,  53 
Examination  of  a case,  51-106 
abdominal,  83 

appliances  necessary  for,  51,  52, 
56-82 

conjoined,  87 
in  childbed,  391 
position  for,  57-61 
rectal,  87 
vaginal,  86 

Exploratory  incision,  105 
Exstrophy  of  bladder,  902 
Extirpation  of  vagina,  603 
Extra-uterine  pregnancy,  688-717 
abdominal,  692 
complications  in,  715 
conditions  mistaken  for,  708,  709 
description  of,  688 
diagnosis  of,  707 
etiology  of,  689 
Eve-strain  in  women,  103 

Fecal  tumours,  971 
Fallopian  tubes : 

adhesions  of,  25,  661,  686 

affections  of,  648-687; 

artificial  ostium,  684 

carcinoma  of,  679,  680 

catheterization  of,  25 

closure  of,  653 

cysts  of,  659 

dermoid  of,  662 

disease  of,  in  children,  731 

liaemato-salpinx,  662,  666,  667,674 

haemorrhage  in,  675 

papilloma  of,  686 

patency  of,  25 

pathological  changes  in,  676 
pyo-salpinx,  662,  667-670,676,678 
rupture  of,  700-703 
salpingitis,  26,  651-662 
salpingocele,  682 
specific  affections  of,  659 
sterilization  of,  686 
structure  of  walls  of,  649,  650 
tuberculosis  of,  636-642,  646-648 
twisted,  675 
Eat  thrill,  85 

Fibro-cystic  tumours,  411-414,  754 
differentiation  of,  432 
etiology  of,  411 
Fibromyoma.  See  Myomas 
Fistulae,  868-882 
anal,  877 
causation,  870 
foecal,  549 


Fistulae  ( continued ) : 

operations  for,  872-882 
rectal,  972,  973 
recto-vaginal,  877 
symptoms  of,  871 
treatment  of,  875 
vaginal,  809,  869-882 
varieties  of,  869 
vesico-utero-vaginal,  878 
ureteral,  935-937  • 

Fixation  of  uterus,  270 
Folliculitis,  824-826 
Forcipressure,  533 
Foreign  body  in  ovary,  718 

Galvanism,  199 
Gangrene  of  vulva,  827 
Genitalia : 

absence  of,  42,  176,  807,  852 
and  insanity,  221-232 
tuberculosis  of,  620-647 
Gonococci  in  tubal  walls,  658 
Gut  and  silk,  sterilization  of,  118-121 

Hematocele,  378-385 

puncture  of,  149,  150,  370 
Haematoma,  pudental,  830 
Haemato-salpinx,  641,  666,  667,  674 
Haemorrhage  : 

in  cancer,  568 
internal,  763,  857 
pelvic,  379-385 
prolonged,  473 
secondary,  526,  546 
symptoms  of,  546 
treatment  of,  160,  443,  446,  484, 
493,  503,  526,  546,  581,  979 
Haemorrhoids,  974-979 
in  pregnancy,  971 

Haemostasis,  electrothermic,  496-504 
Health  resorts  and  spas,  178, 1018-1021 
in  affections  of  the  nervous 
system,  1021 

in  affections  of  the  urinary  organs, 
1021 

in  anaemic  states,  1019 
in  defective  biliary  metabolism, 
1020,  1021 
in  gout,  1020 

in  pelvic  affections,  1018,  1019 
in  strumous  affections,  1020 
Hegar’s  sign  in  pregnancy,  174 
Hepatoptosis,  44 
Hermapkrodism,  799-807 
classification  of,  799 
diagnosis  of,  803 
psychical  effects  of,  806 
secondary  characteristics  of,  802 
Hernia : 

into  labium,  3,  833 
of  ovary,  717,  833 
post-operative,  166 
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Herpes  of  vulva,  811,  812 
Hot-air  treatment,  376 
Hot  baths,  dangers  of,  101,  817 
Hydatid  cysts,  675,  950,  951 
Hydrastis,  433 

Hydroceles  of  round  ligament,  4,  833 
Hydronephrosis,  952 
Hydrorrhoea,  intermittent  ovarian, 
652 

Hydrosalpinx,  667-670 
Hymen : 

ablation  of,  841 
abnormalities  of,  11 
anatomy  of,  9 
bearing  on  chastity,  11,  12 
folding,  11,  12 
imperforate,  12 
malformations  of,  853 
Hyperaemia,  326-328,  432,  433,  720,903 
Hypnotics.  See  Sedatives 
Hysterectomy.  See  also  Panliysterec- 
tomy 

abdominal,  500 
accidents  in,  493 

adhesions  in,  422-424, 480, 500, 543 
after-treatment  of,  525,  526 
appliances  required  for,  475 
artificial  serum  in,  536 
Baer’s  method,  510 
by  angiotripsy,  496,  509-515,  527 
by  ligature,  510,  512,  515-523 
combined  method,  526 
complications  in,  493,  494,  505- 
509,  511,  514,  539-543 
Doyen’s  methods,  527,  530,  595 
drainage  in,  488 
duties  of  assistants  in,  593,  594 
electro-haemostases  in,  496-504 
fistulae  in,  549 
for  cancer,  501,  690-601 
for  prolapse,  308,  311 
for  uterine  myoma,  471-533 
haemorrhage  in,  493 
Howard  Kelly’s  method,  447, 
505-509 

indications  for,  451 
Landau’s  method,  533 
morphia  after,  537 
obesity  in,  476 
pan.  See  Pan-hysterectomy 
post-operative  treatment,  525, 
526,  535-549 
sacral  method,  603 
shock  during,  493,  534-536 
supra-vaginal,  447,  505-514 
vaginal,  449,  498,  515-533,  590, 
595 

with  colporrhaphy,  308 
Zweifel’s  method,  509 
Hysteria,  186 

treatment  of,  200 
vaginal  examinations  in,  200 


Igni-puncture,  683 
Ileus,  542,  543 

Incision  of  cervix  uteri,  242-244 
Incontinence  of  urine,  17 
Indications  for  salpingo-odphorec- 
tomy,  782 
Inflammation : 

of  urinary  tract,  423 
of  uterine  tissues,  326-351 
pelvic,  359-377 
; Injections,  intra-uterine,  152,  153 
Insanity  and  the  female  genitalia, 
220-232 

differentiation  of,  222 
examination  in,  225,  230 
masturbation  in,  223 
operation  in,  221-232 
pubescent,  224 
use  of  ovarine  in,  232 
Internal  os,  division  of,  145 
Intra-uterine  crayons  and  bougies,  153 
injections,  152 
medication,  150 
stems,  244 
suppositories,  154 
Inversion  of  uterus,  313-325 
Iodoform  poisoning,  717 
Iron  in  ainenorrhcea,  181 
Irrigation,  594 

Kidney : 

adenoma  of,  95 
affections  of,  945-963 
calculus  of,  961-963 
carcinoma  of,  45,  950 
causes  of  enlargement,  948-950 
complicating  uterine  disease,  45 
cysts  of,  949-951 
examination  of,  941 
fibroma  of,  949 
hydro-nephrosis  of,  949,  952 
landmarks  of,  946 
movable  or  displaced,  45,  955- 
960 

puncture  of,  961 
pyo-nephrosis  of,  949 
relation  to  gynaecology,  945 
renal  enlargements  of,  945,  946 
sarcoma  of,  950 
surgical  treatment  of,  961 
tuberculosis  of,  944-949 
tumours  of,  955 
Kobelt,  bulb  of,  3, 

Kraurosis  vulvae,  814 

Labium  : 

anatomy  of,  3 
cancer  of,  820 
cysts  of,  829 
hernia  into,  3,  833 
inflammation  of,  826 
Lactation,  prolonged,  753 
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Laparotomy,  effects  in  tuberculosis, 
645 

Leucorrhoea,  181-185 
Ligaments : 

cysts  of  the  broad,  669,  742 
fibromata  of  the  broad,  474 
shortening  the  sacro-uterine,  265, 
305-307 

tightening  the  broad,  265 
Ligation  of  arteries,  456,  457 
Ligatures.  See  Sutures  and  ligatures 
Lithotrity,  912,  913 

Mania,  climacteric,  53 
Massage,  1008-1017 
abdominal,  1012 

combined  internal  and  external, 
1012,  1013 

dangers  of,  1013,  1014 
gynaecological,  258-261 
physiological  effects  of,  1009-1012 
rules  for  application  of,  1014 
uses  in  gynaecology,  258,  1012 
varieties  of,  1008,  1009 
vascular  mechanism  of,  1009 
vibratory,  1014-1017 
Medication,  intra-uterine,  150 
Menopause,  affections  of,  53,  54 
Menorrhagia  and  metrorrhagia,  204- 
210,  393,  394 
treatment,  205-210 
Menstrual  congestion  of  dental  pulp, 
189 

ulcer,  53 

Menstruation,  29-38 

accidental  influences  on,  175 
disorders  of,  171-210 
importance  of,  55,  56 
mental  disturbance  in,  223,  225 
physiology  of,  33 
pigmentation  in,  188 
pseudo-,  38 
retained  menses,  857 
vicarious,  52 
views  on,  34-38 
Metritis,  328-331 

Micro-organisms,  137-140,  361,  905 
Minor  gynaecological  operations,  142- 
161 

Mole,  tubal,  678 
Morcellation,  469-472 
Morphia  : 

abuse  of,  198,  199 
employment  of,  581 
suppression  of,  199 
Morphiomania,  198 
Myomas,  uterine,  399-549 
adeno-,  415-420 
adhesions  of,  422-424 
calcification  of,  410 
complications  of, 

adnexal,  422,  423 


Myomas,  uterine  {continued) : 
complications  of, 

by  pregnancy,  435,  440-442 
degenerative,  406 
extra-uterine,  406,  407 
psychical,  407 
dangers  of,  420-424 
degenerations  of,  406,  411-414 
development  of,  401-403 
diagnosis  of,  425,  427 
differentiation  of,  427-429 
etiology  of,  399 
fibro-,  411 
giant,  412 
growth  of,  403,  404 
haemorrhage  in,  433 
lameness  caused  by,  62,  404 
risk  of  operations  for,  449-455 
submucous,  472 
symptoms  of,  430 
treatment  of, 

palliative,  432-434 
surgical,  445-549 
varieties  of,  405,  406 
Myomectomy,  465,  468,  473 

Nephrorrhaphy,  960 
Nerve-strain,  219 

Nerve  trunks,  spread  of  infection  by 
554 

Neurosis,  uterine,  211-219 
Nitric  acid,  application  of,  142 
Nose,  the,  as  a genital  centre,  189 

Obesity,  476 
Obstruction,  540,  543 
Occupation,  influence  of,  54 
Ocular  disturbances,  98-105 
Oophorectomy,  457,  458 
Operating-room,  111-114 
Operations : 

asepsis  in,  107-141 
complications  in,  480,  493 
duties  of  assistants  in,  593,  594 
mortality  and  risks  of,  266, 449-455 
plastic,  243 

post-operative  treatment  of,  525, 
526,  535-549 

preparation  of  patient  for,  128-130 
preparation  of  surgeon  and  nurses 
for,  123-128,  130-133 
risks  of,  449-455 
unfavourable  cases  for,  797 
varieties  of : 

Alexander’s,  267 
ablation  of  hymen,  841 
amputation  of  cervix, 302-304, 
587 

aspiration,  858 
bisection  of  uterus,  463 
clitoridectomy,  224 
cceliotomy,  466-468 
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Operations  (continued)  : 
varieties  of : 

colotomy,  983 
colpectomy,  307 
colpo-perineorrhaphy,  298, 
300-304 

colporrhaphy,  308 
colpo-cystotomy,  787-790 
conservative,  883-887 
curettage,  155-161,  262,  330, 
336 

cystotomy,  907,  908,  911,  913 
decortication,  449,  474 
division  of  cervix  uteri,  144, 
145,  242,  243 
endometrectomy,  342 
episiorrhaphy,  304 
excision  of  vagina,  307 
extirpation  of  vagina,  603 
for  atresia  of  vagina  and 
uterus,  858-860 
for  cancer  of  rectum,  982-984 
for  cancer  of  uterus,  584,  587- 
604 

for  cancer  of  vagina,  865 
for  coccygodynia,  989 
for  complete  tear  of  recto- 
vaginal septum,  296-299 
for  displacements,  241-244, 
263-277 

for  fistulse,  549,  872-882, 
936,  973 

for  formation  of  new  urethra, 
888 

for  haemorrhoids,  975-979 
for  incontinence  of  urine, 
913,  914 

for  inversion  of  uterus, 
321-325 

for  laceration  of  cervix, 
389-391 

for  laceration  of  perineum, 
290 

for  myoma,  445-549 
for  opening  uterine  canal,  858 
for  ovarian  cystoma,  779-797 
for  pelvic  inflammation,  367- 
372 

for  polypus  uteri,  396 
for  prolapse,  288-290,  300, 
308-311 

for  pruritus,  820 
for  rectal  stricture,  980 
for  rectocele,  300-302 
for  relaxed  vaginal  outlet,  295 
for  restraining  haemorrhage, 
446 

for  retained  menses,  858 
for  shortening  utero-sacral 
ligaments,  305-307 
for  stricture  of  rectum,  980 
for  transplantation,  38,  828 


Operations  ( continued ')  : 
varieties  of : 

for  vaginismus,  841,  842 
for  vegetations  of  vulva,  828 
hysterectomy.  See  separate 
heading 

incision  of  vagina,  397 
in  insanity,  225 
minor  gynaecological,  142-161 
myomectomy,  465,  468,  473 
nephrorrhaphy,  960,  961 
nephro-ureterectomy,  944 
oophorectomy,  779-790 
ovariotomy,  790-797 
pan-hysterectomy.  See  sepa- 
rate heading 

paracentesis  abdominis,  147 
perineorrhaphy,  290-295 
puncture  of  kidney,  961 
puncture  of  vagina,  370 
salpingo-oophorectomy,  457- 
465,  687,  779-790 
salpingorrhapliy,  685 
salpingostomy,  685 
salpingostraphy,  685 
suspension  of  uterus,  271 
traction  through  ligaments, 
277 

vaginal  fixation,  272-277 
vaginal  punction,  148-150, 
370 

ventro-fixation,  270 
uretero-cystotomy,  942-944 
uretero-ureterostomy,  940- 
942  ■ 

verification  of  sponges,  etc.,  after, 
791 

Ophthalmoscope  in  diagnosis,  98-103 
Osteomalacia,  718 
Os  uteri,  anatomy  of,  21,  22 
stenosis  of,  22 
Ovarian  cystoma,  736-764 
adhesions  of,  761,  762 
complicating  pregnancy,  748,  749 
contents  of,  737,  739-741,  743,  745 
development  of,  736 
diagnosis  of,  751 
examination  for,  752 
haemorrhage  into,  763 
history  of,  752-754 
inflammation  of,  762 
rupture  of,  384 
symptoms  of,  384 
treatment  of,  763,  790-797 
varieties  of : 

adenomatous,  737 
dermoids,  739-741 
Gartnerian,  744 
oophoronio,  737 
papillomatous,  745-747 
paroophoronic,  742,  743 
parovarian,  744 
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Ovarian  ( continued ) : 
varieties  of : 

racemose,  745 
suppurating,  757,  758,  762 
Ovarian  gestation,  691 
Ovarian  solid  tumours,  765-778 
carcinoma,  773-775 
characteristics  of,  776 
classification  of,  776 
endothelioma,  777,  778 
fibromata,  767-770 
gyroma,  777,  778 
Krugenberg’s,  775 
myoma,  771 
Ovaries : 

abnormalities  of,  719 
affections  of,  718-797 
anatomy  of,  27 
apoplexy  of,  727 
carcinoma  of,  742,  773-775 
cirrhosis  of,  723 
classification  of,  721 
conservative  operations  on,  683 
cysts  of,  727,  739.  See  also  Ovarian 
cystoma 

degeneration  of,  724-726 
development  of,  718 
disease  of,  in  children,  731-733 
displacements  of,  719 
endothelioma  of,  776-778 
examination  of,  752-754 
fibroma  of,  765-770 
foreign  body  in,  718 
gyroma  of,  777,  778 
hernia  of,  719 
hypersemia  of,  720 
influence  of  retroversion  on,  247 
“ irritable,”  730 
myoma  of,  771 
osteomalacia,  718 
ovaritis,  720-731 
palpation  of,  91 
papilloma  of,  745-747 
sarcoma  of,  772,  773 
sclerosis  of,  723 
secretion  of,  39 
senile  changes  in,  32 
solid  tumours  of,  765-778 
surgical  treatment  of,  779-797 
transplantation  of,  38 
tuberculosis  of,  442,  742 
tumours  of,  765-778 
Ovariotomy,  790-797 

appliances  required  for,  790,  791 
peritoneal  toilet  in,  795 
saline  irrigation  after,  795 
unfavourable  cases  for,  797 
Ovaritis,  720-731 

causation,  720,  729 
chronic,  723 
cirrhotic,  723 
cortical,  721 


Ovaritis  {continued) : 
cystic,  729 
diagnosis  of,  730 
etiology  of,  720 
sclerotic,  723 
symptoms  of,  730 
Ovulation,  29-82 

Pain,  35,  187,  190-194,  430,  567,  568, 
581,  753 

relief  of,  434,  537,  731,  985 
Pan-hysterectomy.  See  also  Hyste- 
rectomy 

abdominal,  489,  600-602 
accidents  in,  493 
adhesions  in,  480 
Bumm’s,  494,  596-599 
by  electro-hsemostasis,  503 
by  ligature,  475-477 
Doyen’s,  311,  489 
drainage  in,  488 
haemorrhage  in,  493 
Martin’s,  602 

post-operative  treatment,  525, 
526,  535-549 
Pozzi’s,  646 
Pryor’s,  523-525 
radical  combined,  596-599 
Ries-Rumpf-Clarke’s,  600,  601 
Schuchard’s,  600 
shock  during,  493 
vaginal,  321 
Werder’s,  599 
Wertheim’s,  601 
Paracentesis  abdominis,  147 
Parametritis,  372-377 
Parotitis,  749,  750 
Pelvic  abscess,  159 
fascia,  18-20 
haemorrhage,  378-385 
inflammation,  359-377 
lymphatics,  552-544 
organs  in  children,  92 
suppurations,  359-364 
Perforation  of  bowel,  365 
Perimetritis  and  parametritis,  359- 
364 

pathology,  361 
symptoms,  363 
Perineorrhaphy,  290-295 
Perineum : 

anatomy  of,  13 
immediate  treatment  of,  289 
laceration  of,  13,  289-295 
relaxation  of,  13 
Peritoneal  toilet,  795 
Peritonitis,  420,  540-543 
Pessaries,  remarks  on,  8,  236-238, 
244,  254-258,  284-286 
rules  for  application  of,  236 
Plethora,  175 
Plugging  the  rectum,  979 
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Polypus  uteri,  357,  358,  392-398,  575 
as  cause  of  dysmenorrhcea  and 
menorrhagia,  393,  394 
complicating  prolapse,  281 
retrocession  of,  394 
signs  and  symptoms  of,  395 
treatment  of,  396 
Position  for  examination,  57-61 
Post-operative  treatment,  534-549 
artificial  serum  in,  536 
complications,  540-543 
dressing  of  wound,  538 
feeding  in,  536 
fistulse  in,  549 

haemorrhage  in,  526,  546,  547 
high  temperature,  541,  549 
management  of  bowel  in,  537 
morphia  in,  537 
reopening  the  abdomen,  544 
shock,  534-536 
thirst  and  vomiting,  539 
tympanitic  distension,  537 
Posture,  influence  of,  8 
Pregnancy : 

abdominal,  692 
after  oophorectomy,  780-782 
and  abortion,  54 
and  amenorrhoea,  172-174 
and  pelvic  haemorrhage,  379 
and  tuberculosis,  635 
and  vaginal  cysts,  863 
cancer  in,  565 

complicating  myoma,  435-444 
complicating  ovarian  tumour, 
746 

cornual,  706 

diagnosis  in,  172-174,  185 
examination  of  abdomen  in,  85 
examination  of  uterus  after,  565 
extra-uterine,  688-717 
haemorrhoids  in,  971 
Hegar’s  sign  in,  173,  174 
operation  during,  600,  974 
ovarian,  691 
sound  in,  71 
tubal,  693,  703,  704 
Preparation  of  patient,  128-130 

of  surgeon,  assistants,  and  nurses, 
123-128,  130-134 
Procidentia  uteri.  See  Prolapse 
Proctitis,  970 
Proctoscopy,  106,  967-971 
Prolapse : 

complicated  by  cystocele,  280 
by  elongated  cervix,  286 
by  fibroma,  308 
of  bladder  and  bowel,  309 
of  ovary,  719,  720 
of  rectum,  984,  985 
of  urethra,  884,  885 
of  uterus,  278,  311 
of  vagina,  286-290,  299-302 


Prolapse  ( continued ) : 

surgical  treatment  of,  288-290, 
299-302,  307-311 
Pruritus : 

adrenalin  in,  819 
ani,  984 
causation,  813 
operation  for,  820 
treatment,  815-819 
vulva?,  812-818,  820 
Pseudo-menstruation,  38 
Puncture  of  vagina,  148-150,  370 
Pyelonephrosis,  423 
Pyosalpinx,  370,  667-670,  676,  678,  846 
Pyoureter,  423,  934 

Rectocele,  283,  300-302 
Recto-Romanoscopy,  967-970 
Rectum : 

abscess  of,  972 
affections  of,  965-989 
anatomy  of,  40,  41 
attention  to,  in  cancer,  581 
examination  of,  40,  91,  92,  105, 
376,  965-970 
fistula,  972-973 
haemorrhage  in,  979 
haemorrhoids,  40,  974-979 
in  pregnancy,  974 
operations  for,  975-979 
impacted  faeces,  971 
malignant  disease  of,  981-984 
neglect  of,  40,  971,  985 
operations  on,  975-979,  981 
polypus,  985 
proctitis,  970 
prolapse,  984,  985 
pruritus  ani,  984 
rectocele,  283,  300,  301 
stricture,  979,  981 
tumours  of,  971 
ulceration,  979 
Reflexes,  ocular,  98-105 
uterine,  211-219 

Relaxed  vaginal  outlet,  281-284,  295 
Retained  menses,  857 
Retinal  complications,  98-105 
Retroflexion  of  uterus,  258-261 
internal  massage  for,  268 
operations  for,  262-277 
Retroversion,  245-258 
Round  ligaments : 

anatomy  of,  18,  20 
cysts  of,  834 
hydrocele  of,  3 
surgical  treatment  of,  277 

Saline  irrigation,  795 

Saliva  as  a source  of  infection,  141 

Salpingitis,  651-662 

chronic  atrophic,  657 
classification  of,  652,  661 
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Salpingitis  (< continued ) : 

effects  on  menstruation,  640 
etiology  of,  652 
exploratory  incision  for,  651 
gonorrhoeal,  657-659 
nodular,  640,  662 
parenchymatous,  656 
pathology  of,  656 
tubercular,  614,  640,  682 
Salpingocele,  682 

Salpingo-oophorectomy,  457-465,  687, 
779-790 

indications  for,  457,  782-787 
pregnancy  after,  780-782 
Salpingorrhaphy,  685 
Salpingostomy,  685 
Salpingostraphy,  685 
Sarcoma : 

developed  from  myoma,  414 
differentiation,  578 
in  children,  576,  577 
of  ovary,  772,  773 
of  uterus,  575-579 
of  vagina,  866-869 
prognosis,  579 
symptomatology,  577 
Scirrhus,  557 

costive  bowel  in,  583 
Sedatives  and  hypnotics,  197,  581 
Septicaemia,  546 

Sexual  function  and  insanity,  220- 
232 

Shock  during  operation,  493,  534-536 
Sound : 

as  a means  of  diagnosis,  68-73, 
91,  429 

dangers  of,  71,  173 
Spas.  See  Health  resorts 
Specula,  varieties  of,  62-69 
Sponges,  preparation  of,  121,  122 

verification  of  number  of,  after 
operation,  791 
Sterility,  990-998 

absence  of  uterus  in,  995 
causation  of,  991-997 
psychical  influences  on,  996 
treatment  of,  997,  998 
Sterilization.  See  Asepsis  and  Anti- 
sepsis 

Stethoscope  in  examination,  63 
Subinvolution,  349-351 
Sutures  and  ligatures,  162-170 
Syphilis,  347,  819,  821-823 

Temperament,  the  lymphatic,  215 
the  neurotic,  198-200,  202,  209-2 
19 

Temperature,  high,  541,  548 
Tents,  80,  81,  429 
Thirst  and  vomiting,  539 
Toilet,  peritoneal,  795 
Torsion  of  uterus,  408 


Transplantation  of  ovaries,  38 
Trendelenburg  position,  occasional 
danger  of,  133 
Tubal  abortion,  700-702 
apoplexy,  673 
mole,  698 

pregnancy.  See  Extra-uterine 
pregnancy 
rupture,  700-703 

Tuberculosis  of  genitalia,  620-647 
diagnosis  of,  633 
differentiation  of,  627 
effects  of  laparotomy  upon,  645 
etiology  of,  621 
fibroid  variety,  639 
frequency  of  occurrence,  620,  624 
hereditary  influences,  621 
histology,  635 
in  children,  624 

in  relation  to  menstruation  and 
pregnancy,  635 
of  cervix,  631 

of  Fallopian  tubes,  636-639 
of  fundus  uteri,  631-633 
of  ovary,  642,  643 
of  portio  vaginalis,  630,  631 
of  vagina,  629 
of  vulva,  627-629 
primary,  635,  641-643 
relation  of,  to  menstruation  and 
pregnancy,  635 

sources  of  infection  of,  621-624 
surgical  treatment,  644-646 
symptomatology,  631 
varieties  of,  635 

Ureters  : 

affections  of,  920-944 
anatomy  of,  46-49 
calculus  in,  934,  935 
catheterization  of,  924,  925,  927- 
929 

diagnosis  of  obscure  symptoms  in, 
937,  938 
double,  920,  921 
examination  of,  926 
fistulse,  935,  936 
hydro-ureter,  933 
landmarks  of,  49 
obstruction  of,  932 
palpation  of,  48 
pyo-ureter,  934 
stricture  of,  933 
surgery  of,  936-941 
wounds  of,  493,  938-940 
Ureteritis,  922-926 
diagnosis  of,  924 
symptomatology,  923 
tubercular,  932 
varieties  of,  922,  923 
Uretero-cystotomv,  942-944 
U retero-ureterostomv,  940-942 
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Urethra : 

abnormalities  of,  883 
abscess  of,  886,  887 
affections  of,  883-893 
anatomy  of,  4,  5 
caruncle  of,  889-891 
dilatation  of,  895,  897 
exploration  of,  892 
operations  on,  888 
prolapse  of,  884 
stricture  of,  891,  892 
Urethritis,  883,  884 
Urethrocele,  885,  886 
Urine  : 

analyses  of,  842,  843 
examination  of,  73-75 
incontinence  of,  913,  914 
suppression  of,  44 
Uterine  neuroses,  209-219 
Utero-sacral  ligaments,  shortening  of, 
305-307 
Uterus : 

adenomyoma  of,  415-420 
anatomy  of,  14-17 
anteflexion  of,  193,  238-244 
anteversion  of,  233-238 
ascent  of,  311,  312 
atresia  of,  851,  854 
bisection  of,  463-465 
cancer  of.  See  Cancer  of  Uterus 
changes  in,  17,  18 
curettage  of,  155-161,  262 
descent  of.  See  Prolapse 
displacements  of,  17,  233-325 
fibro-myoma  of.  See  Myomas 
fixation  of,  17,  270-276 
hypereemia  of,  326-328 
inflammation  of,  326-351 
inversion  of,  313-325 
ligaments  of,  18-20 
malformations  of,  852 
myoma  of,  399-549 
polypus  of,  357,  358,  392-398 
prolapse  of,  278-311 
retroflexion  of,  245-258 
sarcoma  of,  575-579 
secretions  of,  23-25 
sub-involution  of,  349-351 
suspension  of,  271,  272 
torsion  of,  408 
traction  on,  277 
tuberculosis  of,  631-635 
vapo-cauterization  of,  336-342 

Vagina  : 

absence  of,  855,  856 
affections  of,  837-882 
anatomy  of,  5-8 
atresia  of,  851,  855,  859 
bacteriology,  137-140 
cancer  of,  864 
chorion-epithelioma  of,  866 


Vagina  ( continued ) : 

cystic  tumours  of,  860,  861 
dilatation  of,  5,  841 
echinococcus  of,  861 
enterocele  of,  881 
excision  of,  307 
extirpation  of,  603 
fibro-myomata  of,  863,  864 
fistulae  of,  869-882 
formation  of,  807 
hydatid  cysts  of,  860 
malformations  of,  851,  853 
papilloma  of,  866 
prolapse  of,  286-290,  299-302,  860 
retention  of  menses  in,  857-860 
sarcoma  of,  866-869 
sterilization  of,  129 
tuberculosis  of,  629,  630 
varicocele  of,  881 
Vaginal  fixation,  272-277 
punction,  148-150,  370 
Vaginismus,  837-842 
causation,  838,  839 
diagnosis  of,  840 

examination  of  urine  in,  842, 
843 

symptoms  of,  839 
treatment  of,  840-842 
Vaginitis,  844-851 
follicular,  844 
gonorrhoeal,  846,  848 
granular,  845 
pathology,  846 
simple  acute,  846 
symptoms,  845,  848 
treatment,  845-848 
Vapo-cauterization,  336-342 
Ventro-fixation,  17,  270 
Vulva : 

abscess  of,  3,  826 
affections  of,  798-836 
anatomy  of,  1 
atresia  of,  798 
cancer  of,  808,  820 
cutaneous  affections  of,  809 
cysts  of,  3,  821,  829 
eczema  of,  810-812 
elephantiasis  of,  830-832 
epithelioma  and  chancroid  of, 
835 

fibroma  of,  809 
gangrene  of,  2,  827 
hsematoma  of,  3,  829,  830 
hermaphrodism,  799-837 
hernia  into,  833 
hypersesthesia,  810 
inflammation  of  labia,  826 
kraurosis,  814 
lymphangiectasis  of,  830 
malformations  of,  799-807 
oozing  papillomatous  tumour  of 
821 
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Vulva  (continued) : 

operations  on,  820,  828 
pediculi  of,  812 
pruritus,  812-819 
rodent  ulcer  of,  820 
syphilis  of,  819,  821-823 
trachoma  of,  828 
tuberculosis  of,  627 
tumours  of,  821,  829,  832,  836 
varix  of,  829 

warts  and  vegetations  of,  827, 
828 

Vulvitis,  2,  823-826 
causation,  823,  824 


Vulvitis  (continued) : 
diphtheritic,  827 
follicular,  824 
in  children,  824-826 
purulent,  823 
simple,  823 
symptoms  of,  824 
treatment,  826 

Weir-Mitchell  treatment,  202,  203 
X-rays  in  diagnosis,  894,  926 
I Zinc  chloride  treatment,  347 


ILLUSTRATIONS  OF  INSTRUMENTS 
AND  APPLIANCES. 


Abdominal  supports,  244 
Adjuster,  Bozeman’s,  876 
Angiotribe,  Downes,  497,  499 
Zweifel’s,  510 
Aspirating  needles,  90 
Aspirating  sucker,  796 
Aspirators,  90,  148 


Basket,  metal,  135 
Batteries,  etc.,  1003,  1004 
Bougies,  author’s,  82 
rectal,  980 
Box  for  needles,  116 
for  sterilizer,  118 

Cable,  Downes’,  498 
Calibrator,  Kelly’s,  4,  898 
Cannula,  146,  148 
Catheters : 
glass,  136 
self-retaining,  290 
ureteral,  930 
Cautery : 

blades,  499 
handle,  144 
knife,  501 
shield,  500 

Chloroform  regulator,  Vernon-Har- 
court’s,  77 
Clamps,  484,  978 
Concuteurs,  1017 
Couches,  57 
Crucible,  155 
Crutch,  58 
Curettes : 

light  metal  spoon,  157 
Martin’s,  157 
sharp  spoon,  Simon’s,  358 
various  forms  of,  156 
Cystoscope,  896 

Dilators : 

author’s,  82,  841 


Dilators  (continued) : 

Bossi’s,  443,  444 
for  cervical  canal,  242 
Hegar’s,  82 
Leiter’s,  82 
Douche,  205 
Drainage  supports,  880 

Elevator,  70 
Enucleator,  465 
Erigne,  Doyen’s,  490 

Forceps : 

bell-shaped,  337 
clamp,  158,  476,  480,  496 
claw,  516 
combination,  337 
curette,  157 

Doyen’s,  483,  485,  527,  531 
dressing,  64 

electro-haemostatic  (Jacobs’),  496 

haemostatic,  476 

Kocher’s,  495 

morcellation,  469 

Nelaton’s,  793 

Orthraann’s,  273 

Pean’s,  469 

pile,  976 

speculum,  68 

tenaculum,  65 

tent,  80 

Thompson’s,  918 
tube  tranchant,  470 
Well’s  torsion,  476 
Zweifel’s,  485 
Forehead  reflector,  478 
Fork,  pile,  976 

Helicoid,  489 
Hook,  65 

Insufflators,  356 
Irrigator,  731 
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Knives  : 

Cook’s  peritoneal,  477 

fistula,  873 

Hall’s,  143 

Landau’s,  156 

Martin’s  colporrhaphy,  300 

Sims’,  145 

Lamps,  112 
Lancet  (Hall’s),  143 
Lavabos,  113 
Leg  rests,  58 
Ligature  tightener,  524 

Medicator,  intra-uterine,  154 

Nail  brush,  aseptic,  125 
Needle-box,  116 
Needle-case,  glass,  121 
Needle-holders : 

Doyen’s  peritoneal,  481 
Martin’s,  275,  520 
Olshausen’s,  519 
Schauta’s,  520 
Needles  : 

aspirating,  90 
Bryant’s,  872 
curved,  276 
Emmet’s,  873 
fistulse,  872 

for  artificial  serum,  114 
Olshausen’s,  482,  483 
Reverdin’s,  488 
Zweifel’s,  547 

Obturator,  899 
Ointment  positor,  987 

Pessaries  : 

Braun’s  colpeurynter,  285 
celluloid  cushion,  258 
celluloid  ring,  257 
Fowler’s,  238 
Galabin’s,  237 
glycerine  pad,  255 
Hewitt’s,  238 
Napier’s,  285 
Schultze’s,  260,  284 
Smith-Hodge,  255 
Zwanck’s,  284 
Pipettes,  275 
Polyptom,  author’s,  398 
Porte-caustique,  154 
Positor,  rectal  (author’s),  987 
Probe,  Sims’  pliable,  69 
rectal,  972 

Proctoscope,  Strauss,  967 

Reels  for  sutures  and  ligatures,  120 
Reflectors,  478 


Repositors  : 

sigmoid,  320 
White’s  cup,  320 
Retractors : 

author’s  glass,  478 
bladder,  518 

Doyen’s  supra-pubic,  476 
fenestrated,  519 
flushing  vaginal,  130 
lateral,  519 

Martin’s,  274,  275,  518 
Olshausen’s,  521 
Segond’s,  479 

Scissors  : 

blunt-pointed,  496 
broad  ligament,  522 
button-hole,  893 
cautery,  384 
Kuchenmeister’s,  145 
pile,  976 
Sounds : 

author’s,  69,  70 
Orthmann’s,  273 
platinum,  1005 
Simpson’s,  69 
Specula : 

author’s,  64,  69 
bath,  67 

bladder,  899,  900 
duckbill,  64,  66 
Fergusson’s,  66 
Kelly’s,  899,  900 
Neugebaur’s,  66 
rectal : 

Davy’s,  105 
Gowland’s,  106 
Ryall’s,  105 
Sims’,  66 
tapering,  64 
urethral,  899,  900 
various  forms  of,  64-67 
Speculum  slice,  67 
Stems,  author’s,  146 
Sterilizers,  117,  119,  134 
Sucker,  Kelly’s,  900 
Supports : 

drainage,  880 
for  legs,  58 
supra-pubic,  244 
Syphon  trocar,  146 
Syringe,  bladder  and  uterine,  106 

Tables,  operation : 

Doyen’s,  61 
Grey  Smith’s,  115 
nickel  and  glass,  59,  60 
portable,  58 
Trendelenburg’s,  115 
Tap  with  abjustable  nozzle,  129 
Temperature  coil  (Leiter’s),  329 
Tent  introducer,  80 
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Tents,  80,  81 
Trocars : 

aspirating,  148 
for  pelvic  abscess,  149 
Koeberle’s,  148 
ovariotomy,  146 
Tait’s,  793 
Wells’,  146,  792 
Tube  tranchant,  Doyen’s,  470 

U reter al  instruments  (Howar 
Kelly’s)  : 
catheters,  930 
forceps,  930 
guides,  941 


Ureteral  instruments  (Howard 
Kelly’s)  (> continued ) : 
searcher,  930 
urine  collector,  930 
Urethral  calibrator,  4,  898 
Uterine  probe,  69 
Uterine  tractor,  517 

Vaginal  rest,  841 
Vaginal  vibrator,  1016 

WiRE-catch,  875 
Wire-conductors,  397,  873 
Wire-twister,  875 
Wool-holder,  143 
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